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PROBLEMS IN 
AND 


THE THORACIC SURGICAL MANAGEMENT OF INFANTS 
CHILDREN 


F. Henry Ellis Jr..M.D., George B. Logan, M.D., John W. Pender, M.D. 


and 


John W. Kirklin, M.D., Rochester, Minn. 


The management of the pediatric surgical patient has 
received considerable emphasis in recent years. Surgeons 
are becoming increasingly aware of the fact that special 
techniques and methods of care that differ in degree and 
in kind from those in common use in the care of adult 
patients are necessary in these younger patients. Perhaps 
not so well appreciated is the fact that the infant or child 
who undergoes a thoracic surgical procedure presents 
certain distinct problems in management that are not 
encountered in adult patients. It is the purpose of this 
paper to reemphasize some of these special problems and 
to outline the management we have found useful. 

Consideration of the physiology of respiration in the 
newborn infant raises several problems. Transition from 
the intrauterine to the normal extrauterine state is a grad- 
ual one as far as the lungs are concerned. The “atelec- 
tatic” lung of the intrauterine stage does not suddenly 
become completely expanded and aerated after birth.' 
It may take several days or more for this to occur, and 
during this period the infant’s respiratory reserve may be 
quite precarious. Even in the healthy, robust infant, res- 
piration is carried out almost entirely by the diaphragm, 
while the thoracic wall acts more or less as a fixed point 
from which the diaphragm can work.* Because of the 
weakness of the cartilages and ribs in the newborn, there 
is a certain amount of paradoxical respiration that di- 
minishes the efficiency of respiration. This is particularly 
true in the premature infant. Accurate studies of respir- 
atory function in newborn infants are difficult to record, 
but it is stated that the volume of tidal air during the first 
week of life ranges from 10 to 30 cc.* The respiratory 
rate varies considerably but a full-term newborn infant 
usually breathes about 40 times per minute and a 3.5 Ib. 
(1,588 gm.) premature infant 55 to 60 times per minute. 


Paradoxical respiration is particularly apparent in the 
infant and young child when the thorax is open. Under 
such circumstances, it is quite evident that the child’s 
mediastinum is not so fixed as that of the adult, and this 
explains in large part the fact that the infant does not 
tolerate an open thorax for even brief periods, unless 
special precautions are observed. 

It must be remembered that the growth of the lung and 
bronchi is not complete at birth but continues for many 
years.* The bronchi of children have a lumen of exceed- 
ingly small caliber and hence are easily blocked. Thick 
bronchial secretions and aspiration of regurgitated gas- 
tric contents, therefore, are great hazards not only in the 
newborn but in any infant or small child. Laryngeal 
edema with its serious sequelae may occur readily when 
the larynx is irritated. The cough mechanism is poorly 
developed in the infant. Older children are reluctant to 
clear their bronchial passages when such efforts during 
the postoperative period cause them to experience pain. 

Thoracic surgical procedures in infants and young 
children must, therefore, be undertaken with clear and 
definite indications. For example, a tracheoesophageal 
fistula requires immediate surgical correction. On the 
other hand, correction of a patent ductus arteriosus or 
bronchiectasis may be postponed until the child is older, 
unless the disease is causing significant disability. 


PREMEDICATION 
As a general rule, only light premedication need be 
combined with the potent anesthetic agents usually em- 
ployed for thoracic operation in children. Prolonged 
postoperative depression can thereby be avoided. Pre- 
medication the night before operation can usually be 
omitted, because infants are not apprehensive about 
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scheduled operations. A dose of 10 to 15 mg. of a very 
short-acting barbiturate, such as thiopental sodium, per 
pound of body weight may be given by rectum to prevent 
struggling during induction of anesthesia. For milder 
sedation, a % to 1% grain (50 to 100 mg.) gelatin cap- 
sule of pentobarbital sodium may be pierced at each end 
and inserted into the rectum of a child one or two hours 
before operation, if the child is between the ages of 5 and 
10 years. 

The opiates may be used to reduce the high oxygen 
demand of children’s tissues, and their use is especially 
indicated for those children with cyanotic heart disease. 
When potent anesthetic agents are to be used, the anal- 
gesic and psychic sedative effects of opiates are not neces- 
sary, and, if inhalation anesthesia is to be given, the 
respiratory depressing effects are disadvantageous. - 

Large doses of atropine or moderate doses in hyper- 
susceptible children increase the likelihood of elevation of 
body temperature and tachycardia during anesthesia and 
operation. In our experience, even when ethyl ether is 
used, excessive secretions have not been troublesome 
during smooth induction and maintenance of anesthesia 
in children who have received no atropine or scopola- 
mine. 

Within limits, the dosage of premedicant may safely be 
based on body weight. A child weighing 30 lb. (13.6 kg. ) 
and having an average body build may usually be given 
one-fifth of the dose of barbiturate, opiate, or atropine 
that would be given to an adult weighing 150 Ib. (68 kg.). 
A similar effect may be expected. 


ANESTHESIA 


Anesthetic equipment designed for adults is not suit- 
able for children. The small tidal volume of children 
magnifies the importance of dead space in equipment and 
increases the possibility of rebreathing, respiratory acido- 
sis, and changes in acid-base balance. Masks that are too 
large and inefficient directional valves are conducive to 
rebreathing, while an open method of administration of 
anesthetic gases and oxygen, such as the Ayres T arrange- 
ment, decreases the likelihood of rebreathing. 

Induction of anesthesia with nitrous oxide and oxygen 
and maintenance with ethyl ether and oxygen have been 
found satisfactory for most children. This allows the ad- 
ministration of an oxygen-rich mixture when the thorax 
is open and allows fairly rapid changes in the depth of 
anesthesia. Thus, the patient can be kept in a plane of 
anesthesia that is no deeper than necessary for the stage 
of the surgical procedure being performed. The cough 
reflex returns early, and the patient is usually moving his 
extremities when he leaves the operating room. 

In infants and children, the easy motion of the rela- 
tively unfixed mediastinum may almost completely neu- 
tralize the effectiveness of the diaphragm in producing 
negative pressure in the unopened side of the thorax. For 
this reason, respiration must be delicately assisted while 
the thorax is open. On the other hand, the exposed lung 
may be fully inflated by pressures and volumes of gases 
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that seem ineffective to the anesthetist who is accustomed 
to assisting the respiration of adults. Anoxia is poorly 
tolerated by children, bradycardia and ultimately cardiac 
arrest being the most serious symptoms. Whenever 
changes in cardiac rate or rhythm occur, the surgical pro- 
cedure should be discontinued until the anesthetist can 
inflate the lungs and remove the causative factors. 

An endotracheal tube of the proper size and construc- 
tion should be used whenever necessary to insure an 
adequate airway. Intubation in children may be attended 
by a higher incidence of complications than in adults, but 
if properly carried out it offers advantages that outweigh 
the disadvantages during most thoracic operations. Intu- 
bation should be accomplished with extreme gentleness 
after the patient has been anesthetized deeply enough to 
abolish the laryngeal reflexes. A short, thin-walled but 
flexible tube of adequate diameter to fill the larynx snugly 
should be selected after the larynx is exposed. Motion of 
the tube when it is in the larynx should be avoided, and 
the tube should be removed before the patient begins to 
swallow or cough. 

The body temperature of children is more labile than 
that of adults during operation. Hyperthermia must be 
avoided, and it is well to arrange for the rectal temper- 
ature to be taken at intervals during any long surgical 
procedure. Factors that may favor elevation of body 
temperature in children during operation are large doses 
of belladonna drugs, hot and humid atmosphere in the 
operating room, toxicity, dehydration, operating room 
lights, and heavy drapes. When hyperthermia is likely 
to occur or when hypothermia is desired, a water mat- 
tress should be put on the operating table before anes- 
thesia is induced. The circulation of cold water through 
such a mattress has been found to be the most effective 
means of controlling body temperature of children during 
operation.® Artificially induced hypothermia has been 
found advantageous for children with severe cyanotic 
heart disease. It reduces the demand of the tissues for 
oxygen, decreases the depth of anesthesia necessary for 
the surgical procedure, and helps to prevent tachycardia. 

Reliable routes for the administration of fluids into 
the circulatory system should be prepared after the child 
is anesthetized but before the surgical drapes are put 
in place. Exposure and cannulation of a vessel is not al- 
ways necessary, since many children have superficial 
veins into which 18 or 15 gauge needles or a small plastic 
catheter ° may be introduced easily in an atraumatic man- 
ner. In order to correct or prevent dehydration, an intra- 
venous drip of glucose in water may be started from a 
flask containing not more than 20 cc. per pound of body 
weight. Full 1,000 cc. containers of fluid should not be 
connected to intravenous needles or catheters in children 
because of the danger that such relatively huge amounts 
inadvertently may be administered rapidly. 

Operating room personnel accustomed to adult pa- 
tients have difficulty in estimating the relative blood loss 
in children. An objective estimate of the actual loss can 
be obtained by weighing used sponges and collecting as- 
pirated blood.’ Then the relation of the blood loss to total 
blood volume can be grossly appreciated by comparison 
of body weights; for example, a 100 cc. loss of blood in 
a child weighing 30 lb. would be roughly equivalent to 
a 500 cc. loss in an adult weighing 150 Ib. 
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CONDUCT OF THE THORACIC SURGICAL PROCEDURE 

Intercostal incisions have their field of greatest use- 
fulness in the pediatric thoracic surgical patient. It is 
particularly important in the infant that every effort be 
made to maintain a stable thoracic cage. Multiple rib 
resections lead to paradoxical respiration that only tends 
to decrease the low respiratory reserve of these patients. 
The added shock of periosteal stripping can be avoided 
by the use of an intercostal incision, and adequate ex- 
posure can always be obtained. 

It is hardly necessary to mention that gentleness in 
the handling of tissues and the use of fine instruments 
and fine silk ligatures contribute to lessening of the 
shock of operative trauma. Constant attention to the 
heart and great vessels is necessary to insure that they 
are not displaced by retractors or subjected to excessive 
pressure. Care must be taken that complete reexpansion 
of the lung is effected before closure of the thorax. Small 
areas Of atelectatic lung that are often disregarded in 
adult patients must be thoroughly reexpanded, for, once 
the thorax is closed, the child’s respiratory efforts may 
not be sufficient to bring about complete reexpansion. 

Correct placement of intercostal tubes is exceedingly 
important in infants and children undergoing thoracic 
surgical procedures. An intercostal tube accurately su- 
tured to lie along the diaphragm, with its tip in the gutter 
along the spinal column, usually suffices for the removal 
of blood and fluid subsequent to the average thora- 
cotomy. When pulmonary tissue is resected or when for 
any other reason leakage of air is anticipated, another 
tube is placed anteriorly in the apex of the thoracic cavity. 
It has been our practice to connect such tubes to a con- 
stant negative-pressure apparatus that maintains a pres- 
sure of -15 or -20 cm. H.O. These tubes are removed 
in 48 to 72 hours when drainage is minimal, leakage of 
air has ceased, and roentgenograms of the thorax are 
satisfactory. 

POSTOPERATIVE CARE 

Certain features of postoperative care are very im- 
portant in an infant or child who has been subjected to 
a thoracic surgical procedure. 1. Close nursing super- 
vision by experienced nurses is mandatory. 2. Air or 
oxygen with a high humidity must be provided. 3. Ade- 
quate and well-selected antibiotic treatment should be 
given. 4. A carefully planned program for the adminis- 
tration of fluid should be observed. 5. Special medical 
care and equipment (such as a laryngoscope, a broncho- 
scope, and a tracheotomy set of proper size) must be 
available. 

Close nursing supervision is important. We insist that 
patients have special nurses throughout the 24 hours for 
periods varying from one to several days after operation, 
depending on the child’s condition. In some hospitals, 
this close supervision may have to be provided by student 
nurses. Unless the nurse is: experienced, she should be 
instructed by the surgeon or pediatrician regarding the 
care required and emergency situations to be met and 
how to manage the humidifying apparatus being em- 
ployed. 

Provision of high humidity in the inspired air is of 
great help in keeping secretions in the breathing tract 
thin. There is no kind of equipment that is without fault 
and absolutely dependable. In our experience, the various 
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boxes and hoods that have no built-in cooling device 
have all permitted accumulation of undesirable heat. 
We feel that the type of nebulizer known as the Mist-O- 
Gen * used in an open-top, cooled oxygen tent is the most 
satisfactory one available for small children (less than 
8 years of age). This nebulizer can dispense any type of 
solution now being used for nebulization therapy. An 
open-top tent for use in treating older children and adults 
is also available. 

If necessary, the Mist-O-Gen nebulizer may be used 
in the conventional type of oxygen tent. When this type 
of tent is employed, the use of glycol, glycerin, and Ale- 
vaire (a solution containing glycerin, sodium bicarbonate, 
and triton in distilled water) should be avoided. Mist 
from solutions containing these agents will condense in 
the pipes of the circulating machine and ultimately inter- 
fere with its proper functioning. The circulating mecha- 
nism of this type of tent interferes with the establishment 
of a high humidity. 

A premature or a newborn infant weighing less than 
about 7 Ib. (3,175 gm.) usually should be cared for in 
an incubator during the postoperative period. A number 
of incubators are commercially available, none of which 
is without some disadvantages for this purpose. All, how- 
ever, supply the infant with air of constant temperature 
and humidity and can be modified to supply air of high 
concentration of oxygen with or without high humidity. 
At present we prefer an incubator known as the Baby 
Haven in the postoperative care of infants who have 
undergone thoracic surgical procedures. The Mist-O- 
Gen nebulizing unit can be used easily in this incubator. 
The Isolette incubator is also well suited for postoperative 
care. 

DeVilbiss no. 40 and Vapo-Nephrin nebulizers can be 
used to produce mist. Various reservoir schemes have 
been devised here and elsewhere to allow such nebulizers 
to deliver a constant mist over many hours of operation. 
Such schemes in our hands have never been universally 
successful, although we have not tried the most recently 
described plans.* Whether these or the Mist-O-Gen are 
used, they must be checked at least every half hour to be 
sure that they are operating properly. It is often necessary 
to clean the nebulizers frequently to permit their proper 
functioning. 

The most important factor in high-humidity treatment 
is the production of an atmosphere having a relative 
humidity of more than 95% . Warm air will hold a greater 
quantity of water than will cool air. If the tent is too cool, 
not enough moisture will be carried in the air. A tem- 
perature of about 70 F in the tent represents the best 
compromise. 

The inclusion of 5% glycol in the solution to be nebu- 
lized is thought by some to produce particles of small 
size in the resulting mist. The use of 2.5 to 5% glycerin 
seems to help hold the moisture in suspension in the air. 
Alevaire and other triton solutions, which are wetting 
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judicious use of the aspirator can lead to laryngeal edema, 
so that it must be used intelligently. The use of a laryngo- 
scope can be of lifesaving value in the prevention of 
asphyxia in an infant, and such an instrument should be 
available at the bedside at all times. 

Children with excessive secretions following opera- 
tion, particularly patients with bilateral bronchiectasis 
in whom pulmonary resection has been carried out on 
one side, present a special problem in management. Such 
children are reluctant to cough up their secretions, and 
the frequent performance of bronchoscopy in these pa- 
tients is traumatic and may lead to dangerous laryngeal 
edema. Prompt tracheotomy under such circumstances 
frequently converts a stormy postoperative course to 
an uneventful one, for bronchial secretions may be easily 
aspirated through the tracheotomy opening. In some in- 
stances in which postoperative difficulty of such a type 
is anticipated, we have found it wise to perform trache- 
otomy after completion of the surgical procedure. This 
adds very little to the operative trauma, and the tracheot- 
omy tube can be easily removed with prompt healing of 
the wound when the need for the tube has passed. 


agents, are thought to moisten thick secretions better than 
does a water mist alone. 

Antibiotic agents may be incorporated into the solu- 
tion to be nebulized. It is a rather wasteful way to ad- 
minister the drugs, but the direct inhalation of these 
agents often seems helpful when their parenteral admin- 
istration has been found ineffective. It is probably wise 
in most instances to employ antibiotic agents systemically 
as well. The combination of penicillin and streptomycin 
is generally used. Should the use of oxytetracycline (Ter- 
ramycin) or chlortetracycline (Aureomycin) seem indi- 
cated, these drugs may be given by the intravenous or 
intramuscular route. 

The administration of fluids must be carefully planned 
and accurately carried out. Under ordinary circum- 
stances, fluid and food by the oral route can be given 
within a day or two after thoracic surgical procedures. 
In some instances, however, patients vomit or refuse oral 
feedings postoperatively. In these patients and in pa- 
tients who have undergone operations on the esophagus, 
parenteral administration of fluids will be required for 
longer periods. It is best to omit the parenteral adminis- 
tration of sodium chloride for at least the first two to 
three days following operation, unless significant extra- 
renal loss of these ions occurs. A daily maintenance 
quantity of sodium chloride solution may become neces- 
sary after this period. If fluids are to be administered 
parenterally for more than a day or two, small quantities 
of potassium chloride should be given unless renal func- 
tion is inadequate. 

Because of the ease with which infants regurgitate sub- 
sequent to feeding, an aspirating set should be at hand 
at all times. Sudden death from asphyxia following re- 
gurgitation of gastric contents in a child whose post- 
operative course has been satisfactory is too tragic an 
occurrence to be taken lightly. On the other hand, in- 


SUMMARY 
Certain distinct problems necessitate specialized man- 
agement of infants and small children during and after 
thoracic operations. Premedication must be light, and 
the administration of atropine is often omitted. Anes- 
thesia must be conducted with special equipment and 
unusual precautions. During open thoracotomy, respira- 
tion is delicately assisted to prevent anoxia and accumv- 
lation of carbon dioxide. Intercostal incisions, gentle 
technique, and proper placement of drainage tubes in 
the thorax are important. The maintenance of an atmos- 
phere of high humidity is mandatory during the post- 
operative period. 





PROLONGED THERAPY WITH CORTISONE FOR CHRONIC 
SKIN DISEASES 


Marion B. Sulzberger, M.D. 
and 


Victor H. Witten, M.D., New York 


It is generally recognized today that cortisone used 
internally can be of great value in helping patients 
through severe and distressing phases of certain acute 
dermatoses. Patients with acute, incapacitating but ordi- 
narily self-limited eruptions, such as severe, widespread, 
eczematous contact dermatitis, acute urticaria, angio- 
neurotic edema, and certain drug reactions, can quite 
often be relieved of the majority of their troubles without 





Some of the cortisone acetate used in this study was supplied by the 
Medical Division of Merck & Company, Inc., Rahway, N. J. 
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interfering with their progress toward natural recovery.’ 
There is also a quite general agreement that for properly 
selected, otherwise healthy patients this form of short- 
term administration of cortisone, lasting from several 
days to a week or so, usually carries little risk of serious 
untoward effects. 

Another common field of usefulness of cortisone in 
dermatology is its long-term, more or less continuous us¢ 
internally in chronic or chronic recurrent dermatoses.” 
The dermatoses in this group can be divided into two 
subgroups: first, those not ordinarily fatal but in their 
severe forms often ruinous to life, such as severe atopic 
dermatitis or exfoliative erythrodermas or exudative dis- 
coid and lichenoid chronic dermatoses, and second, the 
ordinarily fatal but often chronic dermatoses, such as 
pemphigus and acute disseminated lupus erythematosus. 
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While there is scarcely a dissenting voice regarding the 
indications for using cortisone or corticotropin (ACTH) 
as potential lifesaving measures in the ordinarily fatal 
dermatoses, the advisability of administering these hor- 
mones for prolonged periods in nonfatal chronic incapac- 
jtating dermatoses is still the subject of considerable 
debate. Because of the greatly increased risks when doses 
of cortisone of 75 mg. or over must be given daily for 
periods of many weeks or months or even years, many 
problems arise quite different from those encountered in 
the short-term use of the hormone.* For these reasons 
we thought it might be of value to submit the following 
report of our procedures and observations based on about 
four years of experience in the prolonged oral admin- 
istration of cortisone in the management of chronic 
dermatoses. 


SPECIAL PROBLEMS OF PROLONGED ADMINISTRATION 


While no absolute definition of the dividing line be- 
tween short-term and prolonged or long-term admin- 
istration is possible, for the purposes of this report we 
have arbitrarily chosen a period of administration of two 
months or more as falling in the category of prolonged 
administration. We have, therefore, excluded from the 
present discussion a large series of patients with acute 
and other dermatoses who received cortisone for periods 
of less than two months. 

It is probably unnecessary to emphasize once again 
the need for a careful history and physical examination 
(and laboratory studies when indicated) to disclose either 
the presence or history of cardiac, renal, or pulmonary 
disease, gastric or duodenal ulcers, tuberculosis or other 
acute or chronic infections, diabetes, thromboembolic dis- 
eases, and psychiatric disturbances before administering 
cortisone to any patient. While such pretreatment studies 
are indicated for most patients who are to receive short- 
term administration, they are imperative for every patient 
who will receive cortisone over longer periods. In addi- 
tion to these preliminary considerations in patients 
requiring prolonged administration of cortisone, it is 
important to ascertain in each case whether long-term 
use of cortisone would lead to (1) increased tolerance 
or diminished therapeutic effectiveness, thus requiring 
increasing doses of the hormone; (2) addiction; and (3) 
characteristic ill effects, either higher in incidence or dif- 
ferent in kind from those produced by similar dosage 
levels administered for shorter periods. Cortisone has not 
yet been available for a sufficiently long period of time 
to permit definitive answers to these three questions. 
Nevertheless, our experience over almost four years has 
been helpful in supplying at least partial and tentative 
answers to each of the questions posed. 


SELECTION OF CASES 


The cases that were selected for long-term administra- 
tion of cortisone and that form the material of this report 
included both diseases that threatened the patients’ lives 
and nonfatal dermatoses so severe and intractable as to 
make the lives of the patients and often of the patients’ 
families almost unbearable. In the dermatoses listed as 
fatal, it is now generally agreed that cortisone or cor- 
ticotropin constitute the treatment of immediate choice, 
and we followed this routine; in the group of ordinarily 
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nonfatal dermatoses, however, the cases were individ- 
ually evaluated before administering cortisone, and other 
approaches were usually given a fair trial first. The results 
of prolonged oral administration of cortisone to 35 
patients with a variety of dermatoses for periods ranging 
from two months to several years are shown in the table. 


DOSAGE 

The initial doses of cortisone were largely determined 
by the kind and severity of the particular dermatosis to 
be treated and by other clinical circumstances. In general 
the “fatal” dermatoses mentioned required from 300 to 
1,000 mg. per day, in divided doses, for the first few days, 
while many of the nonfatal skin diseases could usually 
be controlled by doses of between 100 and 300 mg. per 
day. We agree with those who feel that in suitable cases 
and otherwise healthy persons cortisone therapy should 
be started in doses sufficiently large to allay the signs and 
symptoms rapidly. Favorable response was usually no- 
ticed within a few days (one to three); if not, the dosage 
was substantially increased for an additional few days. 
As soon as a Satisfactory response was achieved, the 
amount was reduced as rapidly as possible to the lowest 
effective “morbistatic” dose. Unfortunately there is no 
mathematical formula or rule of thumb to guide the phy- 
sician in the rate of reduction of the cortisone dose; it is 
necessary to “feel one’s way” down the slope, which 
is usually long and often jagged (fig. 1 and 2). Regular 
minute clinical observation of the patient, together with 
careful evaluation of the beneficial effects as weighed 
against the undesirable reactions, is the only guide 
available in the present state of knowledge. 

In treating the diseases that are not uncommonly fatal 
we felt that we should not be unduly concerned about 
most of the ill effects produced by the hormone. Here, 
saving the life was more important than trying to prevent 
the moon facies, glycosuria, water retention, or even the 
psychosis that might develop. In our experience, when 
these reactions did occur, they were usually wholly revers- 
ible as the dose was reduced. When the undesirable re- 
actions reached a serious degree while the dose still had to 
be maintained at a relatively high level, we of course tried 
to combat the ill effects by every indicated measure, such 
as insulin, potassium chloride, mercurial diuretics, and 
even electric shock therapy. When patients were receiv- 
ing the highest doses of cortisone, 500 mg. or above, the 
stepwise reduction was usually made in amounts of about 
50 mg. in the daily dosage; when on lower dosages, the 
daily amount was usually not decreased by more than 
25 mg. in any one step. When patients received daily 
doses of from 25 mg. to zero, the downwatd steps were 
as a rule from 12.5 to 5 mg. at a time. According to the 
clinical and other findings, these reductions could some- 
times be made in intervals of three or four days, or 
sometimes the patient had to be maintained on a given 
dosage of cortisone for longer periods of time before the 
amount could be reduced. Our indications for reducing 
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147: 1538 (Dec. 15) 1951. Ward, L. E.; Polley, H. F.; Slocumb, C. H., 
and Hench. P. S.: Cortisone in Treatment of Rheumatoid Arthritis, ibid. 
152: 119 (May 9) 1953. 
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Results of Prolonged Administration of Cortisone in the Treatment of Chronic Skin Diseases, Thirty-Five Cases 
Dura- 
Dura- tion of 
tion of Corti- 
Disease Daily sone 
Sex Before Corti- Admin- 
and Cortisone sone istra- Response to Course After 
Age Adminis- Dose, tion, Cortisone Adverse Stopping Corti- 
Case Yr. Diagnosis tration Mg. Mo.* Given Orally Effects sone Therapy Remarks 
1 F Atopic dermatitis 22 yr. 200-75 10 Controlled with Gain in weight See remarks Better with hydrocortisone 
27 75 mg. daily ointment topically 
2 F Atopic dermatitis 36 yr. 150-0 18 Much improved None Improvement Therapy discontinued for 
48 maintained 2 weeks. Hydrocortisone 
ointment helpful 
8 F Atopic dermatitis 11 yr. 100-0 4 Well None Remained well Therapy discontinued 5 mo. 
11 
4 F Atopic dermatitis 12% yr. 125-37% 4 Much improved None See remarks No follow-up 
13 
5 M Atopie dermatitis 2 yr. 50-6 6 Much improved None See remarks Hydrocortisone ointment re- 
2 placed cortisone given orally 
6 F Atopic dermatitis 17% yr. 150-25 4 Much improved Sleepiness, slug- Not known Therapy discontinued because 
18 gishness, moon of adverse effects 
facies 
7 M Atopic dermatitis 29 yr. 200-0 8 Well Insomnia Remained well Therapy discontinued 10 mo. 
= Hydrocortisone ointment 
used instead 
8 F Atopic dermatitis 83 yr. 150-25 5 Much improved Slight gain in Not stopped Control requires 50 to 75 mg, 
83 75-50 24 Much improved weight of cortisone 
9 F Atopie dermatitis 85 yr. 150-0 85 Well None Remained well Therapy discontinued 1 mo. 
37 
10 F Atopic dermatitis 81 yr. 200-0 6 Well None See remarks Therapy discontinued 7 mo. 
Hydrocortisone ointment 
used instead 
11 M Atopic dermatitis 81 yr. 150-0 4% Well None See remarks Therapy discontinued 16 mo, 
48 Controlled with hydrocorti- 
sone ointment 
12 M Atopic dermatitis 18 yr. 200-50 5 Improved None See remarks More improvement with hydro. 
98 200-50 5 Improved cortisone ointment topically 
than with 200 mg. of corti- 
sone orally daily 
13 M Atopic dermatitis (?) 8 yr. 150-25 2 Much improved Not stopped Patient went to Florida 
15 150-25 3 Much improved None 
150-25 6 Improved 
14 F Atopic dermatitis (7) 17 yr. 100-25 4 Much improved Insomnia Flare-up Hydrocortisone ointment 
34 100-0 2 helpful 
15 M Atopie dermatitis (?) 15 yr. 200-50 21 Improved Gastric ulcer Not stopped Flare-up of dermatitis with 
49 50 mg. of cortisone daily 
16 M Generalized ery thro- Tyr. 150-10 11 Well Glycosuria Not stopped Glycosuria controlled with 
65 derma insulin 
17 F Generalized erythro- 4 yr. 100-25 12 Much improved Questionable See remarks No follow-up 
60 derma increase in 
blood pressure 
18 F Generalized erythro- 15 yr. 200-25 13 Improved Insomnia Not stopped 
47 derma 
19 M Exudative discoid and 4mo 200-0 16 Well None Remained well Occasional appearance of urti- 
40 lichenoid chronic carial lesions. Hydrocortisone 
dermatosis ointment helpful 
20 M Exudative discoid and 5mo. 200-50 24 Improved Gain in weight See remarks Condition cleared in Tucson, 
42 lichenoid chronic Ariz. Therapy discontinued. 
dermatosis Patient, a physician, reported 
gastrointestinal bleeding 
21 M Exudative discoid and 2yr. 200-25 10 Much improved None Not stopped Hydrocortisone ointment 
51 lichenoid chronic helpful 
dermatosis 
22 M Exudative discoid and lyr. 200-25 7 Much improved Slight depres- Not stopped Therapy stopped for 2 months 
33 lichenoid chronic 13 sion serum (See remarks) when condition cleared in 
dermatosis potassium Tucson 
23 F Psoriasis lyr. 100-0 15 Slight improve- Gain in weight Mild flare-up Concomitant topical therapy 
47 25 ment necessary 
24 M Psoriasis 20 yr. 100-0 814 Much improved None yc im- Topical therapy also used 
44 prov 
25 F Psoriasis 33 yr. 500-55 9g Cleared None Not stopped Almost generalized eruption 
54 cleared with larger doses. 
Few lesions appeared with 
dose of 55 mg. 
26 M Psoriasis 12 yr. 400-75 6 Condition almost Rounding of See remarks Relapse with dosage main- 
19 cleared with face, duodenal tained at lower levels 
larger doses ulcer (?) 
27 M Nummular eczema 1% mo. 175-0 3 Much improved None Improvement Concomitant oral adminis- 
63 maintained tration of oxytetracycline 
(Terramycin) of question- 
able value 
28 F Nummular eczema 10 yr. 150-10 15 Essentially well None Not stopped Much fluctuation in course 
66 of dermatitis 
29 M Pemphigus vulgaris 18mo.  1,000-35 25 Well Cushing’s Not stopped Cushing’s syndrome end 
40 syndrome, psychosis completely re- 
psychosis, versed with reduction in 
osteoporosis dose and electric shock 
therapy 
30 F Pemphigus ery the- 11 mo. 600-100 36 Disease con- Cushing’s Not stopped Corticotropin (ACTH) given 
54 matodes 175 trolled. New syndrome at times 
lesions appear 
occasionally. 
Crusting and 
pigmentation 


remain in some 
areas 





* Duration of therapy with cortisone acetate is through Oct. 


1, 1953, when data were compiled for publication. 
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Results of Prolonged Administration of Cortisone in the Treatment of Chronic Skin Diseases, Thirty-Five Cases—Continued 
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Diagnosis 
Pemphigus vulgaris 


Acute disseminated 
lupus erythematosus 


Alopecia totalis 


Erythema annulare 
centrifugum (7?) 


Seborrheic derma- 


Dura- 
tion of 
Disease 
Before 

Cortisone 
Adminis- 
tration 


2 mo. 


8 yr. 


2% yr. 


13 mo. 


4mo. 


Dura- 

tion of 

Corti- 

Daily sone 
Corti- 
sone istra- 
Dose, tion, 
Mg. Mo.* 


400-75 3% 


800-100 6 

(in inter- 
mittent 
courses) 


150-75 18 


Admin- 


Response to 
Cortisone 
Given Orally 


Much improve- 
ment, then 
break through 
with smaller 
doses 


Patient kept 
alive 


Hair regrowth, 
only spotty 
alopecia of 
scalp remains 


Improvement 
with larger 
doses 


Much improved 


Course After 
Stopping Corti- 
sone Therapy 


See remarks 


Adverse 
Effects 
Cushing’s 
syndrome, 
psychosis 


Remarks 


Patient died (corticotropin 
[ACTH] also given) 


Cushing’s See remarks 


syndrome 


Patient died (corticotropin 
[ACTH] also given) 


Slight de- 
pression 
serum 
potassium; 
feeling of 
tiredness 


Rounding of 
face, breasts 
smaller 


Ankle edema 


Not stopped 


Larger doses of cortisone re- 
quired to keep eruption 
under control 


Concomitant topical therapy 


Flare-up 


Improvement 
maintained 


957 


titis (7) 





the dose were these: (1) satisfactory response with con- 
tinued improvement, and (2) highly undesirable reactions 
—these had to be weighed against the need for continued 
treatment. 

In general we found it inadvisable to attempt to com- 
pletely relieve a patient of either signs or symptoms of 
his dermatosis. By giving doses just short of the amount 
necessary to achieve complete relief, we could feel sure 
that we were not giving more than was absolutely neces- 
sary. We believe that by doing this we may have suc- 
ceeded in avoiding adverse effects that might have been 
produced by larger amounts. It has been our experience 
that, when adverse reactions do occur, they are seen in 
patients receiving more than 100 to 125 mg. of cortisone 
a day for a protracted period. Apparently 500 mg. daily 
is much more than five times as dangerous as 100 mg. 
daily. Therefore every effort was made to reduce the 
higher dosage range as rapidly as possible. When daily 
doses of 150 to 100 mg. and below were reached, many 
of our patients continued to receive cortisone for from 
a few months to one or more years without apparent ill 
effects. The maintenance doses have varied with the der- 
matosis under treatment and range from 100 mg. daily 
to 5 mg. every second or third day. 


MANAGEMENT OF FLARE-UPS 

As with many other chronic disease processes, chronic 
diseases of the skin often run a course with more or less 
complete remissions, recurrences, and flare-ups. There 
is no reason to expect that a disease that is responding 
satisfactorily to cortisone treatment will not evidence 
some degree of fluctuation. In addition to the natural 
variations in the course of a disease, unavoidable~expo- 
sures to causal agents or intercurrent nonspecific stresses 
may well produce flare-ups in spite of therapy. In our 
series the cortisone therapy was continued when flare-ups 
did occur and the dosage adjusted upward in order to 
control the exacerbation. 

Whenever a flare-up occurred, the amount of cortisone 
was usually increased to the previously effective dosage 
level or even higher when necessary. In principle, it can 
be stated that, when an exacerbation occurred, it was the 


severity of the manifestations that determined the ad- 
justed and new dosage level. In practically all cases we 
have been able to make the necessary upward adjust- 
ments and then again gradually lower the cortisone dose 
to a safer but still effective level. When intercurrent 
stresses, surgical procedures, etc., were introduced, the 
level of cortisone dosage was automatically raised to 
meet the added load. Moreover, except when continu- 
ation of hormonal administration would have constituted 
a very grave risk, the administration of cortisone was 
never terminated abruptly but the patient carefully 
“weaned” by gradual dosage reductions extending over 
several weeks. 


RECOGNITION AND MANAGEMENT OF 
UNDESIRABLE EFFECTS 

The need for careful history taking in order to rule out 
the diseases that contraindicate the use of cortisone has 
already been stressed. Nevertheless, in the so-called fatal 
diseases, we held that the necessity for immediate and 
lifesaving therapy often warranted the administration of 
cortisone even in the face of a history of tuberculosis, 
gastric ulcer, cardiac disease, diabetes, and other con- 
ditions that ordinarily would preclude its use. 

Management of Patients Receiving Large Doses.— 
Constant vigilance for the first signs or symptoms of 
the well-known adverse reactions from cortisone was 
of course maintained. For the administration of the larger 
doses initially given in the therapy of the fatal diseases, 
the patient was, whenever possible, hospitalized in order 
to permit close observation and facilitate the necessary 
laboratory studies. Hospitalization also assured adher- 
ence to a salt-poor diet, which is often extremely difficult 
to achieve at home. 

Patients receiving more than 300 mg. of cortisone a 
day were routinely placed on a salt-poor diet and given 
a daily supplement of 3 gm. of potassium chloride in 
divided doses. Blood pressure and weight were recorded 
daily, and a close watch was kept for changes in mental 
attitude. Prior to administration of the hormone the fol- 
lowing laboratory studies were considered as routine: 
complete blood cell count, circulating eosinophil count, 
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urinalysis, blood sodium, potassium, and calcium deter- 
minations, and fasting blood sugar level. Thereafter 
weekly urinalyses were done, and the chemical and 
morphological blood studies were repeated as indicated. 
When large doses were maintained, these studies were 
repeated every few weeks or oftener, and roentgen- 
ograms of the long bones (for evidence of decalcification) 
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Fig. 1 (case 2).—Chart of patient with atopic dermatitis of 36 years’ 
duration, who received prolonged therapy with cortisone. (Curved line 
indicates course of disease; solid line in steps shows daily dose of corti- 
sone; shaded portions indicate that the daily dose alternated between 
minimum and maximum amounts shown by the shaded areas; and the 
broken line shows that the cortisone dose was taken every other day.) 














were done at intervals of several months. In the treatment 
of so-called fatal dermatoses, such as acute disseminated 
lupus erythematosus and pemphigus, it was logical to 
give cortisone in spite of such obvious physiological 
effects as gain in weight, moon facies, peripheral edema, 
minor alterations in the chemical constituents of the 
blood, and even psychic disturbances. 

Whereas one or more undesirable reactions were ap- 
parently inevitable in some patients receiving large doses 
of cortisone, attempts to prevent them were often suc- 
cessful when the patient was taking smaller doses. In 
those diseases in which the 200 to 300 mg. daily dose is 
given for only a short time and is then rapidly reduced to 
the 150 mg. level or below, the common ill effects could 
almost always be avoided. 

Management of Patients Receiving Lesser Amounts. 
—Thke procedures outlined above for the hospitalized 
patient were carried out also on our ambulatory patients 
but on a somewhat modified schedule. Patients receiving 
150 mg. or less were placed on a strict low salt diet 
and routinely received supplemental potassium chloride. 
Blood pressure readings and weight were recorded 
weekly and urinalysis done at the same intervals. Any 
abnormal gain in weight or apparent edema were re- 
garded as a signal to study the blood levels of potassium 
and sodium. Fasting blood sugar levels were ascertained 
whenever the test for urinary sugar became positive. 
These chemical alterations could usually be remedied by 
carefully supervising the diet, avoiding the addition of 
salt to the food and of salty foods, giving potassium chlo- 
ride in sufficiently large doses, and, at the same time, 
giving insulin to control the blood sugar levels. 

The regular conscientious weekly office visit by the 
patient has proved to be of utmost importance. In addi- 
tion to affording an opportunity to record blood pressure 
readings, weight, and results of urinalysis and to observe 
bodily and mental changes that are due to the cortisone, 
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these regular visits impressed on the patient the need for 
strict adherence to the rules and regulations associated 
with the administration of cortisone and at the same time 
permitted us to take precise note of what each patient 
was or was not doing. Furthermore, necessary adjust- 
ments in dose could be carried out and the amount of 
cortisone lowered or raised as indicated by the clinical 
response. Only in this way could the necessary delicate 
adjustment of dosage be achieved and the risks of giving 
more hormone than was required be avoided. 

In addition to being seen regularly at weekly intervals 
(or every two weeks when the dose was less than 75 mg.) 
each patient was instructed to report immediately any 
new, different, or unusual signs or symptoms, such as 
a head cold, sore throat, chest or abdominal pain, diar- 
rhea, or headache. Each such complaint was evaluated 
individually and an immediate decision made whether to 
continue therapy with the hormone, reduce the amount, 
or discontinue therapy altogether. The need for such care 
cannot be overemphasized when one realizes that cor- 
tisone can mask active infections, render the perforation 
of a viscus painless, reduce fever, and maintain a feeling 
of well-being in the face of serious infection and destruc- 
tion of tissue. In individual cases of chronic dermatoses 
we have often found it helpful to have the advice and 
cooperation of the patient’s family physician in the prob- 
lems of management and to share the responsibilities 
with specialists in other fields whenever indicated. 


COMMENT 


By following the precautions, rules, and routines that 
have been described, we have been successful in relieving 
a large number of patients with chronic dermatoses from 
their incapacitating disease, as well as relieving the dis- 
tress and prolonging the lives of many patients with 
dermatoses heretofore ordinarily fatal. What we regard 
as the most optimistic and encouraging of all our ex- 
periences in the prolonged administration of cortison2 
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Fig. 2 (case 29).—Chart of patient with pemphigus vulgaris of 18 
months’ duration, who received prolonged therapy with cortisone. [he 
smooth -curved line represents the trend of the over-all improvement but 
does not show the many minor fluctuations that occurred in the course of 
the disease. (This is a continuation of the chart of E. S. reported by one 
of us [M. B. S.] and Rose [MacKenna’s Modern Trends in Dermatology, 
second series, London, Butterworth & Co., 1954, p. 308].) 


is the fact that in almost all cases we have been able 
gradually to reduce the amount of the hormone given 
daily, often reaching a maintenance dose only a fraction 
of that originally required, and indeed in a few cases were 
able to discontinue therapy with the hormone altogether 
without a recurrence of the original disease. 
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Furthermore, there were no instances of addiction to 
the drug. Quite the contrary, once properly educated 
as to the undesirable and serious ill effects that might 
result from large doses of cortisone, patients cooperated 
in every way possible so that the dose could be reduced 
as rapidly as possible. We feel that it is important to dif- 
ferentiate between “addiction” and “dependence” as 
applied to the oral use of cortisone. Undoubtedly, some 
patients depend heavily upon this hormone to see them 
through certain chronic dermatoses and to relieve them 
from what is often almost intolerable suffering, but in 
each such instance the cortisone can easily be withdrawn 
if some other therapeutic modality will bring the desired 
relief. 

Lastly, the ill effects produced by the long-term admin- 
istration of cortisone are no different in kind from those 
produced by similar doses given for shorter periods. The 
frequency with which ill effects occur is greater when the 
larger doses, 125 to 150 mg. and above, are given for pro- 
longed periods. Such doses are usually well tolerated if 
administered for only a few days or so. 
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SUMMARY 


This study of almost four years’ duration gave no evi- 
dence of acquired drug resistance and, therefore, no ne- 
cessity for progressive and continued increase in dosage 
of cortisone. Neither was there any addiction to the drug. 
There was evidence that, in most cases, the dosage could 
be progressively decreased and the diseases kept under 
control while the patient was being slowly weaned from 
the hormone. The ill effects from the prolonged admin- 
istration of the hormone were similar in kind to those 
encountered in the short-term administration; however, 
the frequency of occurrence of ill effects was much 
greater with long-term administration of the larger doses. 
With careful management and cooperation between the 
dermatologist, family physician, internist, and other 
specialists whenever indicated, the prolonged adminis- 
tration of cortisone relieved distress and prolonged life 
for patients with dermatoses ordinarily considered fatal 
and brought relief and rehabilitation to other patients 
suffering from ordinarily incapacitating chronic skin 
diseases. 


999 Fifth Avenue. (28) (Dr. Sulzberger). 





INTRASPINAL TUMORS IN CHILDREN 


Hendrik J. Svien, M.D., Emil P. Thelen, M.D. 


Haddow M. Keith, M.D., Rochester, Minn. 


This report is based on a review of the clinical records 
in 41 cases of intraspinal tumor in which the patients 
were less than 15 years of age. The patients in these cases 
were observed at the Mayo Clinic in the 20 year period 
of 1930 to 1949, inclusive. In this paper, the term chil- 
dren is used to designate patients who are less than 15 
years of age. 

Table 1 gives a classification of these tumors and the 
relative incidence of the various types in these cases. 
The figure shows the site of the tumors. Of the 41 pa- 
tients, 18 were boys and 23 were girls. Table 2 shows the 
distribution of patients according to age. 


PRIMARY TUMORS OF THE SPINAL CORD 
AND ITS ENVELOPES 

In the majority of cases of intraspinal tumor in which 
the patients are children, the neoplasm arises from the 
spinal cord or its envelopes. In 27 (65.9%) of the 41 
cases, the tumor was of this type. Two cases of arachnoid 
cyst are included in this series. In these two cases, the 
signs and symptoms were indistinguishable from those 
of true tumors of the spinal cord. The fluid-filled cyst 
constituted a mass that produced pressure on the spinal 
cord, 

Neurofibroma.—A neurofibroma is one of the com- 
monest tumors of the spinal cord in children. In 8 of the 
27 cases in which the tumor arose from the spinal cord 
or its envelopes, the neoplasm was a neurofibroma. In 
two of the eight cases, the tumor was of the dumbbell 
type; that is, it arose in the intradural space and extended 
outward through the intervertebral foramen. The pres- 


ence of café au lait spots on the skin and nodules in the 
subcutaneous tissues indicated that neurofibromatosis 
(Recklinghausen’s disease) was present in one case. In 
this case, multiple neurofibromas were found in the cauda 
equina. A neurofibroma was situated in the cervical seg- 
ment in two cases, in the thoracic segment in two cases, 
and in the lumbar segment in three cases. 

Since an intraspinal neurofibroma is not invasive, gen- 
erally it can be removed completely. The prognosis, 
therefore, is excellent, unless the tumor has produced 
irreversible changes in the spinal cord. 

Lipoma.—A lipoma was present in 6 of the 27 cases 
in which the tumor arose from the spinal cord or its 
envelopes. In one case, the lipoma was extradural and 
could be removed completely. The lipoma was associ- 
ated with a myelomeningocele and spina bifida in four 
cases. In the remaining case, it was associated with 
myelodysplasia and spina bifida. In cases in which an 
intraspinal lipoma is associated with congenital malfor- 
mations, the tumor usually is extradural and also is intra- 
medullary to some extent. 

Glioma.—A glioma was present in 8 of the 27 cases. 
In six of the eight cases, the glioma was an intramedullary 
tumor, which rarely can be removed completely. The 
glioma was an ependymoma of the filum terminale in two 
cases. Ependymomas of the filum terminale usually do 
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not invade the spinal cord, and they often can be removed 
completely. 
TUMORS ARISING IN CONTIGUOUS TISSUES 


In 9 of the 41 cases, the tumors arose in contiguous 
tissues. As may be seen from the classification in table 
1, the tumors in these nine cases were, in the main, of 


TABLE 1.—Classification of Intraspinal Tumors in Forty-One 


Children* 
No. of 
Type of Tumor Cases 
Primary tumors of the spinal cord and its envelopes 

EE Sab eoi choad thases serrninivadeessnaaveveceeoet 8 
eis cenit bed bues $08 one ewennereensiiees 6 
Ependymoma of filum terminale........................- 2 
Ependymoma, intramedullary..............cccceeeceeeees 2 
BT 2 
Intramedullary, glioma type not verified by biopsy.... 2 
PINE GE TION. occ civccccccsccsscscesvevececes 1 
Racemose angioma, intradural and intramedullary.... 1 
Hemangioendothelioma, intramedullary................. 1 
EE Css Dalene buuceseonaedete beret eseeecisnseons~ 2 


Tumors originating from contiguous tissue 
ENS ECE oe ne Ener eae 
SS SEE a en 
NN PEE ies aise epbadten cer owewianeewe 
ao os osc iecinntcoeedaeeeedennesseeeevans 
Lymphohemangioendothelioma ..................-e0000% 
NESS OBOE RE ORE 
Se IN TNIIIIIN 5.5 9/0:0.0 vinisrsveisiseaeinw nue vipibiasicesvicn 
eT I oi os otcnatus ena wetedawenes-oseeieeee 


ee ee) 


Metastatic tumors 


Carcinoma of thyroid gland..........ccccccccccccccccces 1 
Ewing’s sarcoma of stermum.................ccecsccccecs 1 

Tumors of the lymphoma type 
EY NS or dc ccdasencedna'es oebeebersevous 1 
ED a IE ENT EL LE ETC PS 1 
cia Nae Ba dian gine eohcesdutivo idk cowhide eo naeaees 40* 


*In one case, the type of tumor was not verified by operation or 
necropsy; however, erosion of the vertebral pedicles and paraplegia were 
present. 


TABLE 2.—Age of Patients with Intraspinal Tumor 


No. of 

Age, Yr. Patients 
ean < ctie pipanan wiskhaebb awe wbdedanaesewhe re 3 
Lg heel ob avevsewaes hee oks95005s weet eaeer yee eeeon 3 
aa Bi denh wien dene eHeehe beens ieeneecedeesiaeee 3 
STL Ot 4 GUNA etREEseb oe peveinaeere eset peeaeekasrebens 1 
RR ee hee et ee et se ials pegumaadae oe p 4 
PRE i wacbemndisdidsmesalsau0 ese ver ReweweeWsleseeue ees ; 1 
ati dle dae onde tavisne db ea 0S Saco niet ens so pean. ; 3 
Th CORO rend nha htiens aN sea eee ue ek ob ahve ie oe es 2 
ELD pk dain tan aay cones seedecouwebsvekkewsenesee cio 4 
NN adieu eaccaraain sh Wage wicalcews snes Ueweawenane een , 1 
Aaron Gls dara ats als Gigiait dv e8Ge Be UV KAEN RE daNE od pewss q 
athe k na piiedaWisd dr valrptadns eee euetewnakasens ; 4 
I Rae oRaale bac Gaceen wkced eeeSRierd we t-eee ee’ ewews«% : 4 
I EE BG os 655. o4-di-ccu weeds udedbio c0ddisoteseas 7 
IE a ceeds ty inde acs sik as 6 ipa coche abe rope Siw cod vo ees 41 


a highly malignant type. Such tumors arise from the ccn- 
tiguous soft tissue or bone. They grow into the spinal 
canal and compress and encircle the spinal cord, the 
cauda equina, or the roots of the spinal nerves. 


If signs of compression of the spinal cord or cauda 
equina are present, laminectomy should be performed, 
and the pressure on the spinal cord or cauda equina 
should be relieved by removing as much of the compres- 
sing tumor as is feasible. In many cases, even in some 
in which the tumor is highly malignant, this type of sur- 
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gical procedure will produce gratifying results that will 
last for months and occasionally for several years. Post- 
operative roentgen therapy has a place in the treatment 
of some of these tumors. 


METASTATIC TUMORS 

In 2 of the 41 cases, the intraspinal tumor was a meta- 
static lesion. In one of the two cases, the primary tumor 
was a carcinoma of the thyroid gland; in the other case, 
it was a Ewing’s sarcoma of the sternum. If the physical 
signs are indicative of pressure on the spinal cord or 
cauda equina, laminectomy and decompression should 
be performed unless widespread metastasis has occurred. 
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Diagram showing site of 41 intraspinal tumors in children; A, astro- 
cytoma; B, arachnoid cyst; C, angioma; D, metastatic carcinoma, thyroid; 
E, ependymoma; F, ependymoma of filum terminale; G, Ewing’s sarcoma; 
H, fibromyxolipoma; I, fibromyxosarcoma; J, fibrosarcoma; K, giant 
cell tumor, benign; L, giant cell sarcoma; M, hemangioendothelioma; N, 
intramedullary glioma, type unverified; O, lipoma; P, lymphoblastoma; 
Q, lymphohemangioendothelioma; R, lipoma with myelodysplasia; S, 
lipoma with myelomeningocele; T, neurofibroma; U, neurofibroma, dumb- 
bell type; V, neurogenic sarcoma; W, reticulum cell sarcoma; X, sarcoma; 
Y, unverified by operation or necropsy; and Z, unverified surgically. 





The risk associated with this operative procedure is 
small, and the operation is likely to result in an appre- 
ciable return of function unless complete paraplegia has 
been present for several weeks. The operation, therefore, 
should be performed in most cases of metastatic intra- 
spinal tumors, even if the life expectancy of the patient 
is only four or five months. 
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TUMORS OF THE LYMPHOMA TYPE 


The tumor was of the lymphoma type in 2 of the 41 
cases. In one of these, it was a reticulum cell sarcoma; 
in the other, it was a lymphoblastoma. In many cases of 
this type of tumor, the disease is generalized by the time 
symptoms of compression of the spinal cord become 
evident. In some cases, however, the tumor appears to 
be a discrete mass that is limited to the intraspinal space. 
If signs of compression of the spinal cord or cauda equina 
are present, laminectomy and decompression will pro- 
duce the best results in the shortest time. If roentgen 
therapy is used primarily, progressive injury of the spinal 
cord may occur while the treatment is being given. In 
many cases of tumors of this type, laminectomy and de- 
compression will result in complete relief of symptoms 
that will last for several months or for years. 


ROENTGENOGRAPHIC EXAMINATION 


Roentgenographic examination of the spinal column 
disclosed abnormalities in many of the cases in this series. 
Erosion of the vertebral pedicles was noted in 15 cases. 
In some of these, it was associated with local widening 
of the intraspinal space. Invasion of vertebral bodies was 
present in six cases. Calcification in the tumor was noted 
in two cases. In one of these, the neoplasm was a giant 
cell tumor. Scoliosis was present in seven cases, and 
kyphosis was noted in three. Reversal of the normal 
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cervical curve was present in one patient in whom a 
neurofibroma was situated at the level of the sixth cer- 
vical vertebra. Enlarged intervertebral foramens were 
noted in two cases. In both of these, the tumor was a 
neurofibroma of the dumbbell type. Spina bifida was 
present in six cases; in all six, the tumor was a lipoma that 
was associated with a meningomyelocele or myelodys- 
plasia. 
COMMENT 

In 14 (34.1%) of the 41 cases, that is, in 8 cases of 
neurofibroma, one case of extradural lipoma, 2 cases 
of ependymoma of the filum terminale, 2 cases of arach- 
noid cyst, and one case of giant cell tumor, it could be 
anticipated that surgical removal of the tumor would 
result in a cure provided the operation was performed 
before the tumor had caused irreparable injury of the 
spinal cord. In 14 of the remaining 27 cases, decom- 
pression of the spinal cord or cauda equina could be 
expected to relieve the symptoms for several months to 
several years provided the operation was performed 
before the spinal cord had been injured seriously. The 
remaining 13 cases of intramedullary tumors of the spinal 
cord consisted of 6 cases of glioma, one case of racemose 
angioma, one case of hemangioendothelioma, and 5 cases 
of lipoma. If partial removal of the tumor is possible, 
it sometimes will result in prolonged benefit. 





STUDIES IN MYASTHENIA GRAVIS 


PRELIMINARY REPORT ON THERAPY WITH MESTINON BROMIDE 


Kermit E. Osserman, M.D., Paul Teng, M.D. 


Lawrence I. Kaplan, M.D., New York 


Since 1934, with the discovery of the value of choli- 
nergic drugs for myasthenia gravis,’ the treatment for 
this disease has been the use of analogues of physostig- 
mine. The first of these, neostigmine, has long been the 
undisputed drug of choice.* It has both an anticholines- 
terase (antiChE) and an anticurare action at the neuro- 
muscular junction. Because of this dual action, neostig- 
mine has been effective for the treatment of the greater 
majority of patients with this disease, especially for the 
patients with the milder types of myasthenia gravis for 
whom relatively small doses of neostigmine are neces- 
sary. It is in the more severe types that neostigmine has 
a distinct disadvantage because of its short duration of 
action. Because of the increased amount and frequency 
of dosage, cholinergic side-effects become pronounced 
and difficult to control despite the use of atropine. These 
side-effects are either muscarinic or nicotinic in action, 
causing increased salivation, marked increase in bron- 
chial secretions, diaphoresis, gastrointestinal symptoms 
such as nausea and increased peristalsis to the point of 
diarrhea, and skeletal muscle cramps. Another factor in 
the severe case is the resistance to neostigmine, so that 
even increased dosage does not completely reverse the 
marked weakness of the person with myasthenia. 


For these reasons there has been a constant search for 
other cholinergic drugs that are effective, long-acting, 
and nontoxic. The alkyl phosphates have been under in- 
vestigation since 1946.* These drugs have a very marked 
anticholinesterase effect. They have been shown to be 
definitely longer-acting and therapeutically effective in 
a few cases. Unfortunately, the enthusiasm with the intro- 
duction of each alkyl phosphate has markedly diminished 
because of the severe toxic effects that were more pro- 
nounced than those seen with neostigmine therapy.* Fur- 
thermore, many patients were left with myasthenic symp- 
toms unrelieved. One by one these drugs have been dis- 
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carded in the treatment of myasthenia gravis. The most 
recent of the alkyl phosphates, octamethyl pyrophos- 
phoramide (OMPA), has been tested in our clinic for 
the past two years. A report of our findings has been sub- 
mitted for publication. Our results indicate that the range 
between the therapeutic and the toxic dose of octamethyl 
pyrophosphoramide is too narrow. Therefore, we recom- 
mend the discontinuance of this therapy.” 

Recently another cholinergic drug, Mestinon (pyrido- 
stigmine bromide), which is a dimethyl carbamate of 3- 
hydroxy-1-methyl pyridinium bromide, an analogue of 
neostigmine, has been made available to us for clinical 
trial for the treatment of patients with myasthenia gravis.” 


x H3 Hs 
7 ™~-O-CO-NZ -O-CO-N? 
| CH3 CH3 
ea 
' _ : - 
CH; Br CH; N CH3 
CH3 Be* 


Mestinon bromide Neostigmine (Prostigmin) bromide 


Unpublished observations of Randall and Lehmann * 
show that Mestinon has about one-sixth the acute toxicity 
of neostigmine in mice by the intravenous, subcutaneous, 
and oral routes, and about one-eighth of the intestinal- 
stimulating effects of neostigmine on isolated rabbit in- 
testine. The anticurare activity on the sciatic-tibial 
preparation in the cat is one-eighth that of neostigmine. 
The anticholinesterase activity on purified eel esterase is 
about one-hundredth that of neostigmine. Studies by 
Blaschko, Biilbring, and Chou * indicated that Mestinon 
has one-twentieth the anticurare activity of neostigmine 
on phrenic-diaphragm preparations of the rat and about 
one-tenth of the anticholinesterase activity of neostigmine 
on serum and red cell cholinesterase. 

There have been seven reports in the European liter- 
ature ° describing the action of Mestinon on patients with 
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myasthenia gravis. The consensus of these investigators 
is that Mestinon was superior to neostigmine. They note 
prolonged duration of action and improved general 
muscle strength, particularly in chewing, swallowing, and 
eye movements. They also state that there is no abrupt 
diminution in drug action. One of the most important 
advantages of Mestinon observed in these studies is the 
relative absence of undesirable side-effects. The report of 
our comparison of the actions of neostigmine and Mesti- 
non in the same patients follows. 


METHODS 

Twenty patients attending the Myasthenia Gravis 
Clinic of the Mount Sinai Hospital were selected for this 
investigation. The diagnosis in these subjects was con- 
firmed by the edrophonium (Tensilon) chloride test.'® 
There were 4 men and 16 women ranging in age from 25 
to 67 years. The severity of the myasthenia gravis varied 
from a mild case requiring only 75 mg. of neostigmine 
bromide orally per day to the most severe case requiring 
540 mg. of neostigmine per day. Five cases were severe, 
nine moderate, and six mild, judged on the basis of drug 
dosage and severity of symptoms. The first seven patients 
were admitted to the wards for a complete medical sur- 
vey. The technique of serial edrophonium testing '' was 
used to secure a quantitative comparison between Mesti- 
non and neostigmine in the same subject. In this serial 
technique, the patient is given a dose of a cholinergic 
drug; 10 mg. (1 cc.) of edrophonium chloride is then 
administered intravenously at hourly intervals. The re- 
sponse reveals the effects of the medicament being tested. 
The myasthenic response to the edrophonium test is 
characterized by increased muscle strength, absence of 
fasciculations, and absence of side-reactions such as 
lacrimation, diaphoresis, salivation, abdominal cramps, 
nausea, vomiting, and diarrhea. The adequate response is 
characterized by a lack of change in muscle strength and 
by minimal side-reactions. The cholinergic response is 
characterized by decreased muscle strength and the 
presence of severe side-reactions. In the adequate and 
cholinergic responses, the presence or absence of fascicu- 
lations is not significant. 

Patients were stabilized on the most effective dose of 
neostigmine, and serial edrophonium tests were per- 
formed at hourly intervals. The width of the palpebral 
fissures was measured. Dynamometer readings were 
made. Any improvement in extraocular movement was 
recorded. Changes in diplopia, dysarthria, dysphagia, 
and general muscle weakness were estimated. Attention 
was paid to side-reactions such as abdominal cramps, epi- 
gastric distress, diarrhea, and skeletal muscle cramps. 
The need for atropine to control the muscarinic side- 
reactions of neostigmine was noted. 

Subsequently these patients were given Mestinon and 
the entire examination was repeated; the same technique 
was used. In two cases, the entire procedure was again re- 
peated and comparable findings were obtained. Basing 
our dosage on the available literature, we substituted one 
60 mg. Mestinon bromide tablet for each 15 mg. neostig- 
mine bromide tablet. In most instances this dosage was 
sufficient, but after the acute experiment, finer adjust- 
ments were made. 
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Another group of 10 patients was given Mestinon in 
the Myasthenia Gravis Clinic, merely substituting a 
60 mg. tablet for each 15 mg. neostigmine tablet. Pa- 
tients were instructed to return at subsequent clinic meet- 
ings so that the single two hour edrophonium test '* could 
be performed to judge the adequacy of Mestinon therapy. 
Another patient was admitted to the surgical ward for 
hysterectomy. Postoperatively, this patient was given 
Mestinon. Two patients were admitted to the wards in 
acute myasthenic crises, one induced by bronchopneu- 
monia, the other by severe emotional stress. 

All 20 patients, either on the wards or in the clinic, 
were observed with complete blood cell counts and 
platelet counts. Bone marrow studies were made on two 
patients. In addition, routine urinalyses and physical ex- 
aminations were performed at each clinic session. Most 
patients have been followed for a period of seven months 
of Mestinon therapy. 

RESULTS 

A comparison of the results of neostigmine and 
Mestinon in comparable dosage, using the serial edro- 
phonium test, is shown in the table. The duration of 
action of Mestinon is only slightly longer than that of neo- 
stigmine, approximately one-half hour longer. Mestinon 
cannot be considered a truly longer-acting cholinergic 
medicament. The frequency of its administration has no 
great advantage over neostigmine. Thus, its usefulness in 
the therapy of myasthenia gravis would have to be judged 
by its relative effectiveness and toxicity. 

Mestinon is more effective than neostigmine in the re- 
lief of myasthenia that affects the small muscles inner- 
vated by the cranial nerves. Particular relief was noted 
in the muscles involved in ptosis, diplopia, and dysarthria. 
A few patients commented that they did not get the “lift” 
that they obtained from neostigmine. However, most of 
these patients being given Mestinon were satisfied with 
the general feeling of well-being that existed throughout 
the entire 24 hours. Some patients were most gratified 
that they could rise in the morning without severe myas- 
thenic symptoms. This was most important to those pa- 
tients on neostigmine therapy who could not swallow 
their first morning dose because of dysphagia and, there- 
fore, had to resort to an injection of neostigmine methyl- 
sulfate to start the day. 

Fifteen of the 20 patients found Mestinon more ef- 
fective than neostigmine. In this group, nine patients 
showed excellent results; namely, their myasthenia was 
improved and side-reactions were absent or so diminished 
that the use of atropine could be stopped. 

An example of an excellent result is the case of a man, 
age 46, with a malignant thymoma and manifestations 
of severe myasthenia gravis. He had been treated with 
neostigmine, 30 mg. every two hours, for the last two 
years without being fully controlled in the last six months. 
He had to be helped in walking, could not go to the bath- 
room by himself, and spent most of the day lying or sit- 
ting in bed. His speech was slurred, and there was limita- 
tion of ocular movement both on upward and lateral gaze. 
He was unable to raise his arms. There were severe side- 
reactions including diarrhea and abdominal and skeletal 
muscle cramps. This was largely counteracted by the use 
of atropine, but he felt that the use of atropine further re- 
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duced the effectiveness of neostigmine. Neostigmine was 
withdrawn, and the patient was given 120 mg. of Mesti- 
non every two hours. Approximately 24 hours later he ate 
breakfast, got out of bed, and walked about the ward 
without assistance. In fact, he made his own bed, which 
he had been unable to do for months. Long-standing 
bilateral ptosis disappeared, and there was a full range 
of ocular movement. His limbs were strong and he lifted 
weights. He had no side-reactions from the use of 
Mestinon. 

Three patients were considered to have good results, in 
that undesirable side-reactions were of a minimal nature. 
The improvement in myasthenic symptoms was not as 
notable as in the above nine cases. Three patients showed 
fair results with relief of side-effects, but displayed no 
greater improvement in myasthenic symptoms than with 
neostigmine therapy. Four patients reacted to Mestinon in 
the same manner as they did to neostigmine. One case 
we consider a failure in that the patient had more severe 
side-reactions and felt weaker with Mestinon than with 
neostigmine. 

Attempts were made to improve the effect of Mesti- 
non in patients in whom an excellent result was not 
obtained. Ephedrine sulfate, % to %4 grain (25 to 50 
mg.), was added to the maintenance dose of Mestinon, 
without any apparent improvement. Four patients 
preferred Mestinon because of the relief of most 
of their myasthenic symptoms and the decrease in side- 
effects, but desired the “lift” they obtained from neostig- 
mine. Therefore, one to two tablets of neostigmine were 
substituted for as many tablets of Mestinon, so that the 
patient was kept on a 1:1 or 1:2 basis. In only one sub- 
ject was this most beneficial, and the patient still receives 
one-quarter tablet of neostigmine and one-half tablet of 
Mestinon every three hours. The other three patients were 
returned to Mestinon therapy; in one of these patients, 
Mestinon therapy could relieve the bulbar symptoms, 
i. e., ptosis, diplopia, dysarthria, and dysphagia, but ex- 
treme weakness remained in all limbs. The dose of Mesti- 
non was gradually increased to 300 mg. until cholinergic 
side-effects were noted without relieving the limb weak- 
ness. We have no evidence of any synergistic action of 
neostigmine and Mestinon. 

Most striking were the two patients admitted in acute 
myasthenic crises. In both instances, increasingly larger 
and more frequent doses of neostigmine were resorted 
to in an attempt to correct the weakness. During this 
process, edrophonium tests were performed to detect and 
avoid chelinergic crises.'* As the dosages of neostigmine 
were increased, marked side-reactions without relief of 
the underlying weakness developed despite the adminis- 
tration of atropine or methantheline (Banthine) bromide. 
We gave these patients Mestinon and increased the dos- 
age and frequency with remarkable results. The edro- 
phonium test was used as a guide to adequate dosage. 
Three milligrams of neostigmine methylsulfate intramus- 
cularly was the maximum tolerated dose on an hourly 
basis. Ten milligrams (5 cc.) of Mestinon intravenously 
or intramuscularly each hour could be administered with- 





s 
12. Osserman, K. E., and Kaplan, L. I.: Studies in Myasthenia Gravis: 
Use of Edrophonium Chloride (Tensilon) in Differentiating Myasthenic 
from Cholinergic Weakness, A. M. A. Arch. Neurol. & Psychiat. 70: 385 
(Sept.) 1953. 
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out the development of diarrhea and extreme nausea. 
Shortly after this substitution the patients were able to 
swallow and were then given five tablets (300 mg.) of 
Mestinon bromide every hour (2 mg. or 1 cc. of the in- 
jectable Mestinon bromide is approximately the equiva- 
lent in effect of one 60 mg. Mestinon bromide tablet). 
As the underlying factors were brought under control, 
the dosages were decreased and the patients were dis- 
charged on a regimen of 240 mg. every three hours and 
120 mg. every two hours, respectively. 


SIDE-REACTIONS 


The incidence of side-effects with neostigmine and 
Mestinon, respectively, was 11 and 4 of diarrhea; 15 and 
3 of abdominal cramps; 8 and 1 of skeletal muscle 
cramps; 11 and 4 of epigastric distress; and 17 and 4 of 
side-effects requiring the administration of atropine. 

In reviewing the relative severity of the symptoms of 
diarrhea, abdominal cramps, muscular cramps of the 
limbs, and epigastric distress it is obvious that Mestinon 
produces far fewer undesirable reactions than neostig- 
mine. This is true both in those patients who experience 
a greater antimyasthenic effect from Mestinon and in 
those who do not. Thus, the lack of muscarin-like cho- 
linergic side-effects of Mestinon represents one of the 
advantages of the use of this drug over neostigmine. 

The effect of Mestinon onthe hematopoietic system was 
investigated in every patient. In 19 cases the hemoglobin, 
red blood cell, white blood cell, and differential counts 
performed at regular intervals showed no change. In one 
case there was a transient leukopenia with 3,300 white 
blood cells per cubic millimeter. The Mestinon therapy 
was discontinued, and neostigmine therapy was rein- 
stituted. Daily white blood cell counts showed fluctua- 
tion, and the Mestinon was again prescribed with similar 
variations. Bone marrow studies were reported as normal. 
Further checking of the history revealed that this pa- 
tient had a cyclic variation in her white blood cell count 
as determined the previous year at another hospital. 

Platelet counts were performed routinely in the 20 
patients. In two cases there appeared to be a significant 
fall in the platelet count. One patient had marked fluctua- 
tion. from 72,000 to 250,000 per cubic millimeter with- 
out stopping the Mestinon therapy. At the lower level the 
counts were checked at the same visit by at least two ex- 
aminers with similar results. This patient did not reveal 
any symptoms of decreased clotting ability and did not 
show ecchymosis. The other patient had ecchymotic 
areas. Her platelet count fell from 150,000 to 110,000 
per cubic millimeter. Mestinon therapy was discontinued. 
After two months the platelet count had still not re- 
turned to pretreatment levels, although the ecchymosis 
had cleared. On further inquiry, it was found that the 
patient had bleeding gums for a period of five years prior 
to the therapy. This patient is still under observation. 


COMMENT 
In evaluating any new drug therapy for myasthenia 
gravis, the following factors must be considered. 1. What 
is the duration of the action of the drug? 2. What relief 
of myasthenicSymptoms does it offer? 3. Is the drug non- 
toxic? 4. Can the drug be helpful when the patient is re- 
sistant to neostigmine? 
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In our initial experiments with seven patients using the 
serial edrophonium technique to evaluate the duration 
of action of neostigmine and Mestinon on the same pa- 
tient, it was found that Mestinon had only slightly longer 
duration of action. The clinical trial with Mestinon in our 
20 patients confirmed this fact. 

Mestinon was more effective than neostigmine for 
myasthenic symptoms in 12 of the 20 patients transferred 
to this therapy. It relieved weakness of the small skeletal 
muscles innervated by the cranial nerves. Its action on 
the limb muscles was slow and not usually as effective 
as that of neostigmine. 

The most beneficial effect of Mestinon in comparison 
with neostigmine was the marked decrease, or near ab- 
sence, of muscarinic and nicotinic side-reactions. In only 
one case in our entire group did a patient complain of 
more severe side-reactions with Mestinon. Most of our 
patients do not require atropine to counteract these side- 
effects. This is most important for those persons with 
myasthenia who have concomitant peptic ulcer or glau- 
coma. 

It is too early to properly evaluate the action of Mes- 
tinon on the hematopoietic system. From the numerous 
blood counts and other hematological studies performed, 
there does not appear to be any direct effect. Neverthe- 
less, we recommend that complete blood counts, includ- 
ing platelet counts, be done routinely. Patients should be 
observed for evidence of ecchymosis or any other symp- 
toms of blood dyscrasia. 

In the literature there is a report that Mestinon did not 
relieve the myasthenic symptoms in three patients who 
were also unrelieved by neostigmine.” Our experience 
confirms this fact. However, in our two patients with 
myasthenic crises, Mestinon at high dose levels afforded 
relief of the myasthenic symptoms without significant 
side-reactions. Adequate doses of neostigmine could not 
be given because of severe side-effects. Thus, there are 
instances in which Mestinon bromide, because of its 
lack of muscarinic side-reactions, can be of much greater 
advantage than neostigmine bromide in the treatment of 
myasthenia gravis. 

In general, one 60 mg. tablet of Mestinon bromide is 
equivalent in action to a 15 mg. neostigmine bromide 
tablet. There are cases that have required more than a 
one-to-one substitution and others that have required 
slightly less. A good rule of thumb is to substitute one 
for one and then make finer adjustments on either clinical 
trial or edrophonium testing, or both. 

Mestinon is a step forward in the search for the ideal 
drug therapy for myasthenia gravis. It is not the long- 
acting drug that we hope to find. However, its lack of 
toxic side effects, its relief of the bulbar symptoms, and 
its smoothness of action make it appear to be a superior 
drug to neostigmine. Neostigmine has withstood the test 
of time and, since this is a preliminary report, further 
evidence is necessary before Mestinon can be suggested 
as the drug of choice for the treatment of myasthenia 
gravis.'* 





13. Since this article was submitted for publication, an additional 35 
patients who have myasthenia gravis were transferred to Mestinon therapy 
The results are basically similiar to those reported for the original 20 
patients. 
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SUMMARY 

In a comparative study of neostigmine and Mestinon 
in equivalent doses (usually one 60 mg. Mestinon bro- 
mide tablet for each 15 mg. neostigmine bromide tablet) 
made on 20 patients with myasthenia gravis, the results 
obtained with Mestinon were excellent in nine cases, 
good in three cases, fair in three cases, and equivalent to 
those obtained with neostigmine in four cases. The treat- 
ment was unsuccessful in one case. The effectiveness of 
Mestinon is only slightly longer than that of neostigmine. 
Mestinon beneficially affects small skeletal muscles in- 
nervated by cranial nerves more than the limb muscles of 
patients with myasthenia gravis. A striking feature of 
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Mestinon therapy is the lack of muscarinic and nicotinic 
side-reactions. 

In general, one 60 mg. Mestinon bromide tablet can 
be substituted for each 15 mg. neostigmine bromide tab- 
let. In our experience, Mestinon is a superior drug to 
neostigmine in the treatment of myasthenia gravis and 
appears to represent an advance in management. Neostig- 
mine, however, has withstood the test of time, and fur- 
ther evidence is necessary before Mestinon can be sug- 
gested as the drug of choice for the treatment of myas- 
thenia gravis. It is, however, highly recommended for 
further clinical trial. 


14 E. 90th St. (28) (Dr. Osserman). 





CLINICAL ASPECTS OF THE EVALUATION OF ANALGESIC AGENTS 


Robert C. Batterman, M.D., New York 


From the clinical point of view the study of analgesia 
revolves about four factors—the patient, the medica- 
ment, the method of testing, and the investigator. Each 
contributes a significant component to the end result— 
the effectiveness of a particular drug under investigation. 
To standardize all factors other than the unknown, the 
medicament, has been the primary task of all good anal- 
gesic studies. Perhaps we have labeled the wrong factor 
the “unknown.” Instead of the drug that is at least a 
chemical entity with definitive properties, the unknown 
should be the patient. Any study designed to eliminate 
or decrease the number of variables inherent in the pa- 
tient as an experimental subject does not accurately eval- 
uate the medicament for general clinical use. It is possible 
by such a study to determine, perhaps, the specificity of 
the medicament for the relief of a particular type of pain 
or condition, but it cannot be concluded that this drug 
has an analgesic potency applicable to a wide spectrum 
of painful clinical entities. A true evaluation of analgesic 
agents in the patient is possible only if the problem is 
considered from all the facets that may be encountered 
in clinical medicine. 

Since pain is a subjective symptom, we must rely en- 
tirely on the patient’s information regarding its severity, 
type, quality, distribution, and duration. We have no 
means other than taking a careful history to learn these 
attributes of the painful state. The patient’s description 
of the symptom is our sole guide and should be accepted 
as such regardless of the underlying disease or psycho- 
logical make-up. The physician, from the knowledge of 
the disease and his analysis of the patient’s reactions, 
may evaluate the possible significance of the pain, but 
he should not deny its existence or its stated severity. 


BASIC PRINCIPLES 

The first principle one must keep in mind is that there 
is a close correlation between the subjective severity of 
the pain and the predicability of response to an analgesic. 
If a patient claims that his pain is severe, the likelihood 
of achieving analgesia with a mild analgesic is remote. 
The administration of a weak analgesic that would have 
been prescribed ordinarily would probably be ineffectual. 
The physician will have the greatest success by prescrib- 


ing a potent analgesic. Conversely, a patient with mild 
pain as the result of a pathological condition that should 
produce severe pain will respond well to a weak analgesic. 
An analysis of an analgesic response according to disease 
states is therefore only a partial story. Pathological states 
that respond to specific drugs, such as rheumatic poly- 
arthritis to a salicylate or gout to colchicine, do not reflect 
this correlation of severity of pain to potency of anal- 
gesics. 

The subjectivity of pain and the response to therapy 
cannot be too strongly emphasized. It may be noted that 
the patient appears more comfortable, and his anxiety is 
lessened, but one must still rely on the patient’s admis- 
sion of the degree of relief. By definition, analgesics are 
a group of drugs that relieve pain without loss of con- 
sciousness. The production of sleep or sedation is not a 
sign of relief of pain, but rather an additional action of 
the drug on the central nervous system. This action is 
usually undesirable and is not the function of analgesia. 
In evaluating drugs possessing both an analgesic and sed- 
ative action, it is important to determine whether sleep 
occurred before the relief of pain. It may be difficult to 
decide whether a drug possesses sedative properties, 
since the relief of pain may allow the patient to attain 
much-needed sleep. 

The second principle reflects the inability of the patient 
to distinguish between a palliative or symptomatic relief 
and a cure of the painful condition. The patient desires 
and often demands a complete alleviation of the pain. 
When the analgesic action is dissipated and the pain re- 
curs, the patient may deny any relief. As far as the patient 
is concerned, even if he received morphine, which on the 
average results in analgesia for approximately three 
hours, the recurrence of pain represents a failure of drug 
action. With weaker analgesics it is even more difficult to 
elicit an accurate response, because the severity of the 
pain on its recurrence may overshadow any relief ob- 
tained during the period of drug action. It is therefore 
important to determine from the patient not only whether 
the general status has improved, remained the same, or 
become worse, but also whether the medication within 
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a reasonable period of time relieved the pain for a des- 
ignated number of hours only to have the pain recur. 
From an analgesic we should expect only a limited period 
of relief. Any change of the patient’s status for the better 
should indicate the following possibilities: 1. The re- 
sponse is one that could be expected on the basis of an 
altered reactivity of the patient, noted with suggestibility 
or placebo action. 2. The painful state may be self- 
limiting, and the relief obtained by the administration of 
the medicament is coincidental. 3. The medicament has 
specific action for the type of pain and condition exem- 
plified by the patient. 

It is difficult and sometimes impossible from the ob- 
servations obtained in any single patient to determine 
which of the three is correct. Large numbers of patients 
with similar conditions and severity of pain may be re- 
quired. The placebo response may be evident only if the 
pain recurs in the not too distant future, at which time 
the response to a placebo may be tried. However, such 
an experiment is open to question because the conditions 
may not be exactly alike. 

The third principle notes that chronic pain varies in 
intensity from hour to hour or day to day. Thus, the 
response to an accepted potent analgesic such as mor- 
phine or meperidine (Demerol) hydrochloride may be 
variable, ranging from no analgesic response to com- 
plete analgesia. This variability is unpredictable and 
bears no relation to tolerance. In evaluating analgesics, 
therefore, it must be made clear whether the reported 
response is based on a single administration of the drug 
or a composite picture of many trials. This principle also 
points out the dangers attached to giving significance to 
a placebo response based on a single trial. Unless relief 
is obtained with repeated placebo administration, the re- 
sponse is insignificant. 

The fourth principle demands recognition of the re- 
activity of the patient to the painful state. Every patient 
varies to an astounding degree in the development of 
associated ideas or introspective analysis of the respons- 
ible factor for the discomfort. One patient may not be 
distressed by the severest form of pain, while another, 
because of fear of sudden death or the possibility of a 
fatal disease, reacts almost explosively, both physiolog- 
ically and psychologically, to the mildest form of pain. 
The perception of pain demands an integrated and intact 
central nervous system with the higher cerebral cortical 
levels essential for normal appreciation of pain. Other 
cortical centers may influence the perception of pain so 
that mental processes, excitement, or emotional stress 
may either completely submerge the painful stimulus or 
intensify it out of proportion to its severity. The response 
to therapy is also under direct influence of the cortical 
areas. Thus, Hardy, Wolff, and Goodel ' have demon- 
strated that with suggestibility, variability in moods, an- 
ticipation of an expected response, and other psychic 
factors the pain threshold may be raised to a level equiv- 
alent to that achieved with mild analgesic drugs. With the 
most potent analgesics, an important component of action 
is the ability of the drug to alter the reactivity of the pa- 





1. Hardy, J. D.; Wolff, H. G., and Goodell, H.: Pain Sensations and 
Reactions, Baltimore, Williams & Wilkins Company, 1952. 
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tient to the painful state by decreasing or abolishing the 
fear and associated implications. Suggestibility and antic- 
ipation of relief with resultant alteration of reactivity ex- 
plains the response of the patient to placebo medication. 
In our experience, regardless of the severity of pain or the 
underlying organic disease, a placebo will result in anal- 
gesia in approximately 40% of the trials. This response is 
indistinguishable from that achieved with the accepted 
potent analgesics and may be produced repeatedly. 

Consider the problem from the point of view of the 
pathological condition that the patient presents. First of 
all, we must recognize the fact that there are painful con- 
ditions that respond to specific medicaments. Reliance on 
the response of such a patient does not indicate the po- 
tency of an analgesic. For example, if morphine were 
evaluated in patients with polyarthritis of rheumatic 
fever, it would have to be classified as a weak or ineffec- 
tual medicament. Conversely, the excellent analgesia ob- 
tained with colchicine in gout patients would classify this 
drug as a very potent analgesic; yet it has no value for any 
other painful state. Therefore, patients manifesting pain 
responsive to specific medicaments do not make good 
subjects for analgesic testing and should not be included 
in any study for general clinical analgesia. 

TYPE OF PAIN 

The type of pain encountered clinically may be clas- 
sified into four major groups. The largest number of pa- 
tients presents pain secondary to some inflammatory or 
pathological process involving visceral or musculo- 
skeletal structures. This includes every organ of the body 
and represents the type of pain seen postoperatively, with 
malignant growths, surgical wounds, fractures, arthritis, 
gangrene, and pleural, pericardial, peritoneal, and men- 
ingeal irritations as typical examples. The second largest 
group of patients has pain of neurological origin that in- 
cludes nonspecific headaches, neuritis, neuralgia, and root 
pains. The third group of patients has pain with spasms 
of smooth muscle involving the gastrointestinal, genito- 
urinary, biliary, or circulatory systems. Finally, there 
exists a group of patients who, as far as can be deter- 
mined, do not possess any organic or functional explana- 
tion for their complaints, with the result that the pain is 
classified as psychalgia. This, of course, is the hardest 
diagnosis to make and should be made as the last resort 
and only after prolonged, careful study. 

Attention is drawn to the third group of patients with 
spasm of smooth muscle. This group comprises approx- 
imately 20% of the patients with pain and raises an im- 
portant problem in analgesia. Many patients respond to 
antispasmodic therapy that indicates clearly the speci- 
ficity of the condition. However, under the stress of the 
acute and often severe pain associated with colic, the 
physician’s first choice is usually an analgesic. It is only 
recently that it has been demonstrated that the relief ob- 
tained with these drugs may be at the expense of further 
smooth muscle spasm and perhaps temporarily increased 
pain until the central analgesic action is attained. This 
group of patients, therefore, in any analgesic program, 
should be considered separately to determine if possible 
the additional pharmacological effects of the medicament 
on smooth muscle. 
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METHOD OF TESTING 


The investigator represents an important component 
in the effectiveness of an analgesic. His mere presence 
is sufficient to alter the reactivity of the patient to the 
pain. Add this to the actual administration of the drug, 
the repeated observations, and the interest of the phy- 
sician, and it is not hard to visualize the patient’s desire 
to report a beneficial result to repay the physician for the 
unusual attention. Patients with chronic complaints are 
apt to report that they are always “a little better,” when 
actually there has been no change in their condition. 
Efforts have been made to minimize the personal com- 
ponent of the investigator by administration of the drug 
as an unknown and by adhering to a specific question- 
naire. These are important considerations, but they do 
not remove the doctor-patient relationship. The person- 
ality of the investigator, the method of asking questions, 
and the physical surroundings for the interview are in- 
tangible factors that are difficult to control. The practice 
of utilizing only one or at most two observers for record- 
ing the results may give misleading results, since other 
investigators may not be able to confirm the conclusions. 
Since we are dealing with patients that may be seen un- 
der every conceivable clinical or physical surrounding, 
the effectiveness or satisfactory action of an analgesic 
agent should be the concern of every member of the med- 
ical or nursing staff that may come in contact with the 
patient. The comments and observations of many persons 
should be integrated for the final result—the satisfactory 
action of the drug for analgesic purposes. 

Many of the factors influencing the method of testing 
have already been considered. There are, however, a few 
additional points that require elaboration. Great empha- 
sis has been placed on the simultaneous comparative 
study of a placebo medication and a standard analgesic 
such as morphine. Whether these agents have to be stud- 
ied in the same patient is open to dispute. First of all, the 
conditions existing at the time each drug is administered 
may be entirely different. This is particularly so in pa- 
tients manifesting short-lived painful conditions such as 
postoperative pain, colic, and fractures. Second, the ad- 
ministration of one drug may influence the effects of 
another administered subsequently. Two explanations 
for this phenomenon are evident. The first drug may con- 
dition the patient to anticipate a particular response to 
the second drug, especially if the latter is a placebo. The 
administration of a potent analgesic such as morphine 
or meperidine, if continued long enough, will establish 
a level of analgesia that will persist for 24 to 72 hours 
after discontinuation of the drug. The immediate effect 
of a placebo or the unknown drug during this period will 
be nullified because of this persistence of analgesic effect. 
It is desirable to compare the unknown drug to a placebo 
or standard potent analgesic, but it is best to do so by 
means of alternate patients or large groups of patients 
treated with each agent alone. Statistical evaluation will 
then determine how much more effective the unknown 
is than a placebo for the control of pain and how closely 
it approaches the effectiveness of the standard. 


CRITERIA OF EFFECTIVENESS 


Clinical analgesia means satisfactory analgesia based 
on a balance of relief of pain and the occurrence of tox- 
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icity or untoward reaction. This is another way of stating 
that an analgesic possesses a therapeutic range. The de- 
crease in the perception of pain may be marked, but if 
the patient manifests secondary undesirable pharmaco- 
logical effects classified as untoward reactions, then the 
analgesic may be unsatisfactory for clinical use. A guide 
for denoting this therapeutic range is as follows: (1) 
complete control of pain, including complete relief of 
pain for three hours or more and almost complete relief 
of pain for several hours, with untoward reactions min- 
imal or entirely absent; (2) moderate control of pain, 
including complete relief and almost complete relief of 
pain for under three hours, partial relief for three hours 
or more, and relief as described in the first category if 
untoward reactions are disturbing and do not permit 
complete comfort; (3) slight control of pain, including 
partial relief for under three hours and relief as described 
in the first and second categories if untoward reactions 
are moderately severe; (4) no control of pain, including 
failure to affect pain and relief as described in the first 
three categories if untoward reactions are severe. Such 
a scheme allows us to answer for an analgesic the basic 
principle for the treatment of any medical condition, i. e., 
the predicability of obtaining a satisfactory clinical effect 
with the least likelihood of encountering toxicity. This 
scheme may not reflect the true potency of an analgesic 
agent, but there is sufficient correlation for clinical pur- 
poses. 

The determination of the therapeutic range or, as ap- 
plied to clinical analgesia, the predicability of satisfactory 
analgesia discloses several aspects of analgesic testing 
that must be considered in greater detail. First of all, if 
analgesia is best studied on the basis of ability of the drug 
to relieve the pain consequent to disease or trauma, then 
the likelihood of the occurrence of toxic manifestations 
should also be studied in patients in diseased states. 
Normal subjects may contribute to our general knowl- 
edge of the pharmacological actions of the drug, but 
results obtained may not reflect how the patient with 
complex biochemical and physiological changes caused 
by or associated with a painful state reacts to the same 
drug. You are familiar with too many examples of this 
principle for me to expand on the subject any further. 
Second, the therapeutic range may change with chronic 
use of the drug. A single administration of the drug or 
even its use for several days may demonstrate a good 
predicability of response; however, chronic use for sev- 
eral weeks or months may disclose undesirable features, 
such as the development of tolerance, cumulative tox- 
icity, and idiosyncrasy. What is meant by chronic use 
should be carefully defined. Chronic use for our purpose 
requires the administration of the drug at intervals con- 
sistent with the duration or dissipation of analgesic ac- 
tion. Clinically this means, as a rule, every four hours. 
The administration of the drug at intervals beyond this, 
or whenever the occasion arises, or the single daily dose 
for many weeks or months may not disclose the disad- 
vantages of the drug for chronic use. Third, the ther- 
apeutic range as obtained in a group of recumbent or 
hospitalized patients may be entirely different from that 
obtained for ambulatory patients. All analgesic agents 
have a higher incidence of untoward reactions for the 
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ambulatory patient. The most potent analgesics are un- 
satisfactory for the ambulatory patient, since the inci- 
dence and severity of the untoward reactions may negate 
the analgesia. Weak analgesics, such as sodium gentisate 
or aspirin, possess a better predicability value for the 
ambulatory patient than meperidine, methadone, or mor- 
phine. The final but not the least component for the study 
of clinical analgesia is the drug itself. Other than the anal- 
gesic potency, brief mention should be made of rapidity 
of absorption, best route of administration, duration of 
effect, and fate and dissipation within the body. Any 
of these factors may disclose contraindications or dis- 
advantages in the use of the drug for particular patients. 

Thus, after consideration of all the factors that should 
be studied for the clinical evaluation of a compound for 
relief of pain, it is possible to establish criteria that should 
be attained by an analgesic if it is to be ideal. The follow- 
ing criteria previously published ? should be satisfied: 

1. The physician should be assured of the greatest 
likelihood of relieving pain without untoward reactions, 
regardless of the severity, type, duration, or origin of the 
pain or whether the patient is in bed or ambulatory. This 
effect, of course, will depend on the dosage and method 
of administration, but experience will recommend the 
dosage scheme most likely to be satisfactory. 


2. The resultant analgesia should occur promptly and 
‘ persist for at least three to four hours. 

3. The degree and duration of analgesia should not be 
influenced by tolerance. 

4. Sedation or narcosis should be absent or at least 
minimal. 

5. Concomitant depression or stimulation of brain 
areas other than those involved in analgesia should be 
slight or absent. This is particularly necessary with 
chronic administration so that cumulative toxicity is 
avoided. — 

6. The analgesic should influence function of smooth 
muscle organs minimally, if at all. In this regard, any 
pharmacological action should preferably be antispas- 
modic in effect. This holds true for all organs involving 
smooth muscle, such as the gastrointestinal tract, biliary 
passages, bronchial tree, or genitourinary tract. 

7. The cardiovascular, renal, and respiratory systems 
should not be affected by therapeutic doses of the anal- 
gesic. 

8. The drug should be applicable for pain relief for 
all patients regardless of age, cause of pain, or accom- 
panying conditions that may alter the elimination or dis- 
sipation of the drug from the body. 

9. Idiosyncrasies or unpredictable untoward reactions 
unrelated to adverse pharmacological effects should be 
rare. 

10. It is desirable that the analgesic be free of the pos- 
sibility of addiction. However, if this is not possible be- 
cause of the inherent character of the problem involved 
in analgesia, the addiction liability should be small and 
the intensity of addiction such that physical dependence 
is easily controlled. 

It is evident that the ideal analgesic is still to be dis- 
covered or synthesized. The field is far from closed. The 
handful of mild analgesics available today does not 
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exclude the possibility of the introduction of more satis- 
factory preparations. Our greatest shortcoming is a com- 
plete lack of moderately potent drugs to be administered 
by the oral route that could be used with reliance for the 
treatment of the largest number of patients, i. e., the ain- 
bulatory patient with moderately severe pain from any 
medical or surgical condition. Patients with severe pain 
usually require injectable or potent analgesics, of which 
several are available. Although these preparations do not 
satisfy the above criteria in all respects, they are still 
valuable agents when used with full knowledge of their 
pharmacological action and therapeutic considerations. 
Very little is to be gained, therefore, by an expensive and 
time-consuming program to develop additional potent 
analgesics. Emphasis should be on the less potent prep- 
arations to fill a void that has been a serious handicap for 
the proper treatment of many patients. 

In conclusion, an attempt has been made to stress the 
importance of clinical evaluation of drugs that may have 
analgesic properties. Since these agents can only afford 
temporary symptomatic relief, any study to evaluate 
analgesia must consider the subjectivity of the symptom 
of pain only in relation to the patient as a whole. The 
facets are numerous but not insurmountable. One should 
not lose sight, however, of our main objective—the erad- 
ication of the cause of the painful state and ultimate cure. 

905 Sth Ave. (21). 

2. Batterman, R. C.: Clinical Aspects of Evaluating Analgesic Agents, 
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USE OF CORTISONE IN ALKAPTONURIA 
Roger L. Black, M.D., Baltimore 


Alkaptonuria is a hereditary disease in which there is 
a defect in the metabolism of tyrosine, with the result that 
patients with this disorder excrete varying amounts of 
homogentisic acid, an intermediary product of tyrosine 
breakdown. The recent evidence of Ravdin and Crandall ' 
suggests that this defect may be caused by the absence 
of some factor in an enzyme system required to break 
down homogentisic acid. This metabolic defect resulting 
in alkaptonuria is associated in many patients with ochro- 
nosis, a disease process in which pigment deposits occur 
in various body structures, especially cartilage. In pa- 
tients so afflicted early and severe arthritis often develops, 
which resembles osteoarthritis on radiographic examina- 
tion. Any method that can possibly interrupt this course 
of events seems worthy of trial. 

Galdston and his co-workers * recently reported their 
attempts to facilitate or replace this disordered enzyme 
system by the administration of many different vitamins, 
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brewer’s yeast, liver extract, insulin, adrenal cortex ex- 
tract, and tyrosinase. Their experiments were conducted 
on a 65-year-old white man. Cortisone was not available 
at the time of their studies. 

The use of cortisone to change the output of homogen- 
tisic acid-in patients with alkaptonuria is suggested by 
previous work with scorbutic animals. In 1951, Salmon 
and May * showed that cortisone could prevent the excre- 
tion of p-hydroxyphenyl compounds (tyrosyluria) in 
scorbutic monkeys during tyrosine loading. In 1953, they 
reported further work * in which corticotropin (ACTH) 
had no effect on tyrosyl excretion in these monkeys, and 
cortisone had a variable effect. 

The report of Cope and Kassander ° gives further evi- 
dence that cortisone may, at least in some cases, reduce 
the output of abnormal urinary pigments in patients with 
ochronosis. In the patient reported on by these authors, 
the urinary reducing substance was found not to be 
homogentisic acid. Their patient had symptoms resem- 
bling rheumatoid arthritis. Cortisone was administered 
in a dose of 300 mg. the first day, 200 mg. the second, 
and 100 mg. daily after that, by the intramuscular route. 
The patient’s arthritis improved, and the abnormal uri- 
nary pigment disappeared after eight days. Cortisone 
therapy was stopped and started again after a few days. 
The pigment returned and joint pain increased while the 
patient was being given this second course. Cortisone was 
then given in a higher dosage, and the urinary pigment 
disappeared again after four days. 

This present study is concerned with the effect of cor- 
tisone on the metabolic defect in a patient with alkap- 
tonuria. This patient has been reported on previously in a 
recent study of alkaptonuria and ochronosis in an Amer- 
ican family.' 

REPORT OF A CASE 

A 38-year-old white seaman had recurring low back pain since 
April, 1952. The patient is one of 12 siblings, 5 of whom have 
alkaptonuria and ochronosis. Following the patient’s hospitaliza- 
tion for back pain in July, 1952, he returned to work as a sea- 
man and experienced continued back pain. In September, 1953, 
he began having fleeting pains in his knees; however, there was 
no history of swelling of these joints. He was admitted to the 
U. S. P. H. S. Hospital in Baltimore again in November, 1953. 

The physical examination showed a well-developed, lean, 
white man in no acute distress, weighing 146 lb. (66.2 kg.). 
Pigmentation of the cartilage of both ears was observed; how- 
ever, no changes were seen in the eyes or the nasal cartilage. The 
heart, lungs, and abdomen showed no abnormalities. Rectal 
examination showed slight enlargement of the prostate. The skin 
over the dorsa of the feet and extensor surfaces of the knees and 
elbows showed dark pigmentation. The joints showed no abnor- 
mality, except for marked limitation of motion of the spine. 

Laboratory work showed a negative Venereal Disease Re- 
search Laboratory test for syphilis. The white blood cell deter- 
mination was 6,900 with a normal differential count. The 
hemoglobin determination was 14 gm. per 100 cc. The urinalysis 
showed positive tests for alkaptonuria,® but otherwise was nor- 
mal. Fasting blood sugar was 91 mg. per 100 cc. Roentgeno- 
grams of the chest showed no significant abnormality. The films 
of the knees showed calcification in the cartilages that was not 
apparent in 1952. The films of the lumbar spine showed no 
changes since 1952. The electrocardiogram was within normal 
limits. 

Methods.—The patient was hospitalized but ambulatory dur- 
ing the period of study. He was placed on a 2,300 calory diet 
with 150 gm. of protein, 100 gm. of fat, and 200 gm. of carbo- 
hydrate in order to insure an adequate protein intake. He was 
observed for three days on this diet prior to cortisone adminis- 
tration, during which time the daily urinary output of homo- 
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gentisic acid was determined and eosinophil counts were made. 
On the fourth day cortisone therapy was started in a dosage of 
100 mg. twice daily orally, and continued at this level through 
the remainder of the hospital course. Daily eosinophil counts 
were made, and the daily output of urinary homogentisic acid 
was determined. The urine was tested with bismuth oxychloride 
to assist in differentiating homogentisic acid from glucose. 

To measure the urinary output of homogentisic acid, a modi- 
fication of the Sunderman-Fuller modification? of the Benedict 
method for the determination of glucose was used, substituting 
diluted urine for the protein-free filtrate. The homogentisic acid 
was expressed in units, one unit being equivalent in reducing 
power to one gram of glucose. 
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Results.—During the 10 day period in the hospital, the patient 
showed no changes in symptoms. He gained 2 Ib. (0.9 kg.) in 
weight. The figure shows the changes in eosinophil levels that 
were determined as an indication of cortisone effect after oral 
administration of the drug. The output of homogentisic acid 
shows little over-all change with the 200 mg. daily oral dose of 
cortisone. The values during the four day control period were 
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13.3, 16.8, 16.8, and 11.9 units respectively. After cortisone 
therapy was started, the homogentisic acid output was 11.0, 15.3, 
16.2, 11.4, 8.6, and 18.2 units from the 5th to the 10th days, 
respectively. The urine was negative for glucose as shown by 
the bismuth oxychloride test during this period. 


COMMENT 

On superficial consideration, the findings in this case 
might seem to conflict with those in the case of Cope and 
Kassander. In their case, however, the urine did not give 
positive reactions for homogentisic acid. The urinary pig- 
ment disappeared after cortisone administration. 

In the case reported here, the urine gave typical re- 
actions for homogentisic acid. The homogentisic acid out- 
put and urine pigment did not decrease after a six day 
period of cortisone administration. It would appear that 
the metabolic defects in these two patients may exist at 
different levels of the metabolic chain of tyrosine break- 
down; the defect in one situation was amenable to cor- 
tisone therapy. 


SUMMARY AND CONCLUSIONS 
In an attempt to alter the basic metabolic defect in a 
patient with alkaptonuria, cortisone given orally in a 
dosage of 200 mg. per day for six days failed to produce 
a sustained change in the urinary output of homogentisic 
acid. In a patient with ochronosis previously reported on, 
cortisone did decrease the output of urinary pigment. 


Wyman Park Dr. and 3lst St. (11). 


HUMAN SICKNESS CAUSED BY 
BRUCELLA ABORTUS, STRAIN 19 


H. William Bardenwerper, M.D., Waterford, Wis. 


Brucella abortus, strain 19, is widely used for the in- 
oculation of cattle against brucellosis. Without losing 
its antigenicity, the virulence of this strain of the organ- 
ism has been greatly attenuated by extensive subculture 
and animal passage. The strain has, until recently, been 
considered relatively innocuous to humans. Recently 
Spink and Thompson ' noted the paucity of reports of 
human brucellosis caused by Br. abortus, strain 19, and, 
therefore, they reported two such cases resulting from 
acccidental inoculation with this organism. Both cases in- 
volved veterinarians. One case was the first in which the 
organism was isolated from the blood stream and its pres- 
ence well documented bacteriologically. These authors 
warned that the antigen should be handled cautiously 
and only by qualified personnel. 

This report is of a similar experience, also involving 
a veterinarian who was accidentally inoculated with Br. 
abortus, strain 19. While bacteriological proof of brucel- 
losis is lacking, this case serves again to point up the need 
for caution in the use of this vaccine and the desirability 
that physicians secure blood cultures prior to therapy 
with antibiotics for these patients in order that better data 





1. Spink, W. W., and Thompson, H.: Human Brucellosis Caused by 
Brucella Abortus, Strain 19, J. A. M: A. 153: 1162 (Nov. 28) 1953. 
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be obtained as to the incidence of human brucellosis 
caused by this strain of the organism. 


REPORT OF A CASE 

At about 3:45 p. m. on Dec. 5, 1953, a 27-year-old veteri- 
narian accidentally inoculated himself with Br. Abortus, strain 
19, on the antithenar eminence of his left hand while he was 
vaccinating calves. The wound was superficial, appearing 
merely to nick the epidermis. By 4:00 p. m., the hand had 
become painful; by 5:00 p. m., swelling was apparent; and by 
7:00 p. m., the hand was markedly swollen, painful, and tender. 
At this time he was instructed to take 50 mg. of tripelennamine 
(Pyribenzamine) hydrochloride every six hours and to apply 
an icebag to the hand. By midnight, chills, temperature of 102 F, 
headache, myalgia, arthralgia, and great malaise had developed 
in the patient. When the patient was seen by me at about noon 
on Dec. 6, exhibiting these symptoms, he was placed on a 
dosage regimen of cortisone, 25 mg. every six hours, and oxy- 
tetracycline (Terramycin), 250 mg. every six hours. Therapy 
was begun that evening, and the patient received relief in a 
few hours and was without symptoms or fever by 11:00 a. m. 
on Dec. 7. At this time, the Brucella agglutinin titer, deter- 
mined at the patient's office, was 1:60. Cortisone therapy was 
discontinued on Dec. 8, 1953, but the administration of oxy- 
tetracycline was continued as prophylaxis against possible 
systemic infection with brucellosis. 

On Dec. 11, 1953, the patient again appeared for treatment, 
relating that after discontinuance of cortisone therapy, the 
symptoms had gradually returned. His entire left hand was 
markedly swollen, painful, and tender, with moderate redness 
and acute tenderness over the site of the needle puncture wound. 
The axillary lymph nodes on the left side were enlarged and 
tender. Symptoms of systemic involvement were present as 
before, though somewhat less intense. Temperature was 100 F. 
The patient was hospitalized and treatment consisted of continu- 
ous hot wet packs applied locally and the administration of 250 
mg. of oxytetracycline every six hours. In spite of the probable 
sterilizing effects of the preceding antibiotic therapy, blood 
cultures were made. After 18 days, the initial blood cultures 
had remained sterile. The Brucella agglutinin titer on Dec. 11 
was 1:160. Urinalyses made at the time of his admission and 
later were normal. The erythrocyte sedimentation rate was 
normal. The blood cell count made at the time of admission 
showed 4,890,000 red blood cells and 12,000 white blood cells. 
The differential leukocyte count showed 68 segmented neutro- 
phils, 21 lymphocytes, 2 monocytes, | eosinophil, and 8 band 
cells. There was basophilia of the neutrophilic granules. The 
hemoglobin level was 13 gm. per 100 cc. (Haden-Hauser 
method). 

The patient remained in bed and became afebrile in four 
days. The swelling in the hand began to become localized at 
the site of inoculation, and on Dec. 15 the wound site opened 
spontaneously, and clear serum was exuded. Cultures of this 
exudate revealed only Micrococcus pyogenes var. albus. There- 
after, the patient remained afebrile and, though swelling rapidly 
subsided to one-fourth its original extent, this residual swelling 
persisted up to the time of this writing (Jan. 15, 1954). The 
patient was discharged from the hospital on Dec. 18, 1953. A 
blood cell count made on this date showed an erythrocyte 
sedimentation rate of 18 mm. per hour, a total leukocyte count 
of 7,800 with 59 segmented neutrophils, 32 lymphocytes, 3 
monocytes, and 6 band cells. Therapy with oxytetracycline: was 
continued for a few days longer. The adenopathy of the axillary 
nodes of the left side gradually subsided. The patient’s recovery 
to date has been marked by definite and marked malaise and 
fatigability. 

It is interesting to note that there were no Brucella 
agglutinins in the patient’s blood in May, 1952, when he 
was a veterinary student. Subsequently he worked for 
three months as a veterinarian’s assistant and, while an 
abrasion was present on his arm, delivered a cow infected 
with brucellosis. In May, 1953, the Brucella agglutinin 
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titer of the patient was 1:100. In July, 1953, he nicked 
the skin over the left biceps muscle with a needle con- 
taminated with Brucella organisms and in 24 hours an 
indurated erythematous nodule (0.5 cm.) developed, 
which persisted for three weeks. In August, 1953, a sup- 
purative folliculitis of his forearms developed shortly 
after delivery of a cow presumably infected with brucel- 
losis. 
COMMENT 

This case very closely resembles the first case pre- 
sented by Spink and Thompson ' in that the patient was 
known to have been exposed previously to brucellosis 
and to have had Brucella agglutinins present in his blood. 
The introduction of strain 19 into his hand also caused 
marked local and systemic reactions. The administration 
of oxytetracycline before making blood cultures, which 
proved sterile, unfortunately precludes proof of the 
presence of brucellosis. It can only be said definitely that 
the patient exhibited tissue hypersensitivity to Brucella 
antigen. In view of the human pathogenicity of strain 19, 
which has apparently now been proved, the marked sys- 
temic reaction arouses considerable suspicion of possible 
systemic infection. While the early administration of oxy- 
tetracycline was fortuitous for the patient in that longer 
illness may have been prevented, its administration before 
blood cultures were made was unfortunate insofar as 
further knowledge of this type of infection is concerned. 
Accidental inoculation with strain 19 is probably not 
rare. The country practitioner is in a unique position to 
contribute valuable information as to the actual incidence 
of this type of infection with brucellosis if he will avoid 
antibiotic therapy until blood cultures are made. The 
severity of illness and the prolonged disability seen in 
this patient warrant further warning that strain 19 should 
be used only by qualified persons and then with great 
caution. 
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AN AUTOMATIC URINE COLLECTING 
APPARATUS 


Walker Reynolds Jr., M.D., Anniston, Ala. 


The object of the apparatus described here is to pro- 
vide an automatic means for collecting in separate urinals 
the urine excreted by a patient during predetermined 
time intervals, thus effecting a material saving in nursing 
time and insuring precision in collection. This apparatus 
is comprised of a turntable supporting several urinals 
spaced at intervals around its circumference (fig. 1). 
Terminating above the turntable in position to discharge 
urine into a urinal below it is a conduit leading from a 
catheter in the patient’s bladder. The turntable is rotated 
at intervals to bring the urinals successively under the 
urine supply conduit. 

Figures 2 and 3 show the details of the apparatus. 
Mounted on a table (10) by means of a support (11) 
is a vertical shaft (12). Mounted for rotation at the top 





The apparatus described was built by Mr. Thurman Horn, Anniston, 
Ala., who contributed many ideas to its successful comptetion. 
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of the shaft in a bearing (13) is a turntable (14), 
adapted for rotation through 360 degrees, that carries 
several clamps (16) for holding the urinals (17). The 
urinals are preferably in the form of graduated beakers. 
The clamps are equally spaced around the turntable and 
equidistant from its center. Mounted at the center of the 
turntable with a wingnut (18) is an adjustable disk (19) 
that carries data indicating the times at which the urine 
specimens in the adjacent urinals were taken (fig. 3). 
Mounted on the table by cap screws (21) is a supporting 
arm (22) carrying an adjustable bracket (23) held in 
place by a clamp (25). Secured to the bracket by a clamp 
(24) is the discharge end of a catheter (26), posi- 
tioned to discharge the urine into the urinal beneath. 
The height of the turntable is such that the tops of the 
urinals are substantially lower than the patient’s body on 





Fig. 1.—The apparatus in use at the bedside of a patient. The beakers 
contain varying amounts of urine. A tube leads to the catheter. 


a hospital bed, thus permitting gravity flow of urine to 
the urinal when the catheter is inserted into the patient’s 
bladder. 

Mounted for rotation on the shaft is a pulley (27) with 
an upwardly extending arm (28) attached (fig. 2). Pro- 
jecting down from the turntable is an arm (29). Connec- 
ting the ends of these two arms is a tension spring (31). 
Mounted on the table beside the support bracket is a 
synchronous motor (32) with a control switch (33). 
Extending upward from the motor is a vertical shaft 
(34), on which is rigidly mounted a relatively small pul- 
ley (36); passing over the pulleys (36) and (27) isa 
drive belt (37). The ratio of the two pulleys is such that 
on each revolution of the small pulley the required ten- 
sion is applied to the spring. Secured to the upper end of 
the shaft (34) is an abutment in the form of a collar (38) 
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with a projecting detent (39). The motor is geared to 
rotate the shaft and collar one complete turn in one hour. 

Pivotally mounted on the bottom of the turntable by 
pins (41) are L-shaped stop brackets (42). There is a 
stop bracket for each urinal, and each bracket is so posi- 
tioned that it engages the collar (38) when its associated 
urinal is beneath the discharge end of the catheter. 
Secured to each of the stop brackets is one end of a spring 
(43); the other end is anchored to a lug (44) projecting 
from the bottom of the turntable. To hold the stop brack- 
ets in position to engage the collar, stop members (46) 
are secured to the turntable adjacent to the springs (43), 
as shown in figures 2 and 3. Because the turntable and 
its depending arm (29) are held against rotation by the 
engaged stop bracket, rotation of the pulley (27) causes 
tension to be applied to the spring (31). Each hour, as the 
shaft (34) completes one revolution, the detent engages 
the adjacent stop bracket and momentarily swings it out- 
ward against the resistance of the spring (43), permitting 
rotation of the turntable. As the turntable rotates, the 
next stop bracket engages the collar and prevents further 
rotation when the next urinal is positioned beneath the 

















Fig. 2.—Above: The underside of the turntable, showing the eight 
tripping units and pulley mechanism, Below: A side view of the apparatus. 


catheter. A clock (47) containing a time switch is used 
to start the motor after a predetermined lapse of time. 

The motor may be geared to rotate the shaft once in 
one-half hour, one-quarter hour, or any fraction of an 
hour, changing the urinals at each revolution. Also, the 
escapement means may be actuated each half-hour while 
the shaft is rotating once per hour by providing another 
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detent diametrically opposite the first; or four detents 
may be provided to obtain one-quarter-hour movement 
of the turntable. If eight urinals are used, the turntable 
will move one-eighth of one turn at the end of each time 

eriod and then remain stationary until another period 
has elapsed, when the movement is repeated. Eight is the 
recommended number of urinals because it adapts the 
apparatus to use in hospitals where nurses are on eight- 





Fig. 3.—Above: The turntable as seen from abeve. Below: A close-up 
view of the tripping mechanism of the turntable 


hour shifts. The adjustable disk (19) has the hours of the 
day marked to coincide with the eight-hour shifts, each 
shift in a different color, so that the nurses may know that 
they are responsible for collecting and recording the 
urines opposite a certain color. 


SUMMARY 

An apparatus for the accurate collection and measure- 
ment of the urine excreted by a patient over predeter- 
mined time intervals operates automatically by position- 
ing successive urinals beneath a catheter. The apparatus 
makes possible the collection of urine samples without 
consuming the time of the hospital personnel]; it is simple 
to operate, and a minimum of time is required to record 
the hourly urine collections. These economies justify 
the studies of hourly urine output of patients other than 
the critically ill. 

305 E. 10th St. 
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TREATMENT OF OTITIS EXTERNA WITH 
HYDROCORTISONE SUSPENSION 


Rudolf L. Baer, M.D. 
and 
Jerome Z. Litt, M.D., New York 


The inflammatory, exudative, often painful and pru- 
ritic diseases of the external ear canals that are lumped 
together under the name of otitis externa are among the 
commoner difficult therapeutic problems encountered by 
dermatologists and otologists. Formerly they were often 
erroneously referred to as fungous infections, but the 
careful microbiological studies of Syverton, Hess, and 
Krafchuk ' and others have shown that infections of the 
ear canals due to common dermatophytes are virtually 
nonexistent, except for a few cases of monilial infection. 
The primary eruption in otitis externa is usually a mani- 
festation, localized in the ear canal, of such common 
dermatoses as seborrheic dermatitis, psoriasis, ecze- 
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agent into the inner part of the ear canal; furthermore, 
continued application of a grease tends to fill up the canal 
rather than to favor drainage. This suggested to us the 
use of hydrocortisone in aqueous suspension as ear drops 
for the treatment of otitis externa.* After encouraging re- 
sults were noted from the use of a hydrocortisone sus- 
pension alone, combined treatment was tried with hydro- 
cortisone and an antibiotic known to be effective against 
Ps. aeruginosa (neomycin or polymyxin B). 


THERAPEUTIC TRIALS 


The hydrocortisone or combined hydrocortisone-anti- 
biotic suspension (such as Cortef acetate with neomycin 
sulfate sterile suspension, a commercial preparation con- 
taining hydrocortisone acetate, 15 mg., neomycin sulfate, 
5 mg., and myristyl-gamma-picolinium chloride, 0.2 mg. 
per cubic centimeter) was used in treating 10 patients 


“with otitis externa. Each of these patients had been 


treated unsuccessfully with a variety of therapeutic 
agents, usually by several physicians. Varying amounts 


Pertinent Data, Treatment, and Results in Ten Cases of Otitis Externa 





Probable 


Underlying Years of 


(Case Diagnosis Duration Bacteriological Studies 
l Unknown Many Micrococcus pyogenes var. albus; diph- 
theroids; nonpathogenic micrococei 
Psoriasis 4 Proteus vulgaris; Ps. aeruginosa; 
enterococci; coliform rods 
Psoriasis 10 Klebsiella pneumoniae (Friedlinder’s 
bacillus) 
4 Seborrheic 10 Not done 
dermatitis ? 
5 Unknown 1 Not done 
6 Seborrhea; tu- 1 Not done 
runcle in canal 
7 Psoriasis ~ Not done 
s Unknown: 5 Gram positive miecrocoeci; nonhemo- 
psoriasis lytie streptococci; M. pyogenes var. 
uureus 
i) Unknown 25 Ps. aeruginosa; M. pyogenes var. 
aureus 
tp Pruritus 15 Hemolytie and nonhemolytie M. pyo- 


genes var. albus 


Mycologie Response to 


Studies Material Used for Treatment Therapy 
Negative Hydrocortisone-neomycin suspension Excellent 
Negative Hydrocortisone suspension and poly- Good 


myxin B solution 
Hydrocortisone suspension and poly- 
myxin B solution; hydrocortisone- 
neomycin suspension 
Hydrocortisone suspension and poly- No change; 
myxin B solution; later on hydro- later on, 
cortisone-neomycin suspension good 
Excellent 


Negative Excellent 
Not done 


Not done Hydrocortisone-neomycin suspension 


Not done Hydrocortisone-neomycin suspension Good 
Not done Hydrocortisone-neomycin suspension Good 
Negative Right: hydrocortisone-neomycin sus- Excellent 
pension 
Left: neomycin ear drops Good 
Negative Hydrocortisone suspension Good 
Negative Hydrocortisone-neomycin suspension None 





matous dermatitis, and atopic dermatitis.* These skin 
diseases are often seen in the same patients in their more 
typical locations elsewhere on the head or body. The in- 
fectious micro-organisms that are found in some cases, 
especially in those with exudative manifestations, appear 
to be secondary invaders; the most important of these is 
Pseudomonas aeruginosa. 

Dermatological management of external otitis logically 
should consist of two parts: (1) control of the secondary 
infection and (2) treatment of the underlying derma- 
tosis.” Sulzberger and Rein have shown recently * that 
hydrocortisone ointment applied locally to the ear canal 
relieves the inflammation and pruritus in some cases of 
otitis externa. It is obvious, however, that use of an oint- 
ment does not favor the dispersion of the therapeutic 
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of exudate were present in the affected canals. The pa- 
tients were asked to use 3 drops of the suspension in each 
ear canal twice daily, without subsequent insertion of an 
absorbent cotton tampon. In only one of the patients was 
a furuncle present in the external part of the ear canal. 
The results of the treatment with hydrocortisone sus- 
pension are shown in the table. Usually the first few ap- 
plications of this therapeutic agent were followed by a 
decrease in the inflammatory process with a significant 
reduction in the amount of exudation and with speedy 
or gradual disappearance of the feeling of fulness, pain, 
and itching. Reexamination of the ear canal after four 
to seven days revealed that in most cases there was a 
considerable subsidence of the erythema and exudation 
and the ear canal had become much drier. A few of the 
patients in the small series reported here have had to 
continue the use of this medicament, but others were able 
to discontinue this therapy after a short period of time. 


COMMENT 

All topical therapy with hydrocortisone in dermatoses 
is symptomatic therapy. This also holds true for the treat- 
ment of otitis externa with hydrocortisone or hydrocor- 
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tisone-antibiotic suspension. The therapy of otitis ex- 
terna involves certain difficulties that usually do not arise 
in other dermatoses; among these are the relative inac- 
cessibility of the affected area and the fact that the scales, 
crusts, exudate, and other material cannot easily be shed 
from this area to the outside as occurs in almost all ac- 
cessible dermatoses. This is particularly important when 
a therapeutic agent causes eczematous contact dermatitis 
in the ear canal, for, while on almost all other skin areas 
the allergen is cast off with the surface debris, this is not 
possible in the ear canal. Here the allergen persists to- 
gether with the exudate; a vicious circle of irritation and 
exudation ensues that probably accounts for the severity 
and persistence of many cases of otitis externa. We are 
not aware of a single case of eczematous sensitization 
to hydrocortisone, and very few cases of allergic ecze- 
matous sensitization to neomycin have been reported.° 


From the viewpoint of allergic reactions, therefore, hy-" 


drocortisone-neomycin suspensions are particularly suit- 
able for use in the ear canals. It is obvious that systemic 
administration of antibiotics in the presence of furuncles 
in the ear canal and rinsing out of the ear canal to remove 
excessive quantities of debris and exudate, as well as 
other therapeutic measures when indicated, can and 
should be done in addition to the insertion of the hydro- 
cortisone suspension ear drops. The last, however, ap- 
pears to be a valuable addition to the symptomatic ther- 
apy of otitis externa, as it combines a highly desirable 
anti-inflammatory and antibacterial action. 

The high rate of efficacy of hydrocortisone suspension 
in the relatively small series of cases described here 
should not lead to the conclusion that this form of therapy 
is likely to be beneficial in all cases. The actual incidence 
of good results can be established only by treating a 
greater number of patients, but the few results obtained 
were sO encouraging as to prompt us to publish them at 
this time. 

SUMMARY 

In a small series of cases, ear drops of hydrocortisone 
in aqueous suspension or hydrocortisone suspension con- 
taining an antibiotic were found to be effective in the 
symptomatic treatment of otitis externa. Relatively quick 
subsidence of exudation, erythema, feeling of fulness, and 
itching was noted. 

962 Park Ave. (28) (Dr. Baer). 


5. Baer, R. L., and Ludwig, J. S.: Allergic Eczematous Sensitization to 
Neomycin, Ann. Allergy 10: 136, 1952. 





Gout.—Gout is a gene-determined disorder of uric acid metab- 
olism chiefly affecting males. The rather rare ocular manifesta- 
tions are intractable episcleritis and scleritis, chronic iridocy- 
clitis, and conjunctival and corneal fophi. The genetics of gout 
are most intriguing. The tendency to hyperuricemia is due to 
an autosomal dominant gene. The factor is expressed differently 
in the two sexes in that the post pubertal heterozygous males 
exhibit higher blood uric acid levels than the heterozygous 
females. Only 10% of hyperuricemic individuals develop gout. 
The basic cause for the manifestation of the clinical symptoms 
is still unknown. A knowledge or suspicion of the existence of 
gout in the family of a patient warrants a repeated determina- 
tion of the blood uric acid level—H. F. Falls, M.D., Clinical 
Detection of the Genetic Carrier State in Ophthalmic Pathol- 
ogy, Transactions of American Academy of Ophthalmology and 
Otolaryngology, November-December, 1953. 


J.A.M.A., July 10, 1954 


SARCOIDOSIS IN IDENTICAL TWINS 
Francis J. Rogers, M.D. 


and 


Earl W. Netherton, M.D., Cleveland 


The following report of the occurrence of sarcoidosis 
in two women who are identical twins presents some in- 
teresting observations in regard to the course of the dis- 
ease in persons so related. 


REPORT OF CASES 

Case 1.—A white housewife, 24 years of age, was first seen 
at the Cleveland Clinic on Dec. 20, 1947. During the six weeks 
prior to her visit she had noted, in order of onset, swelling of 
the upper eyelids, painless swelling of the left side of the face, 
and, two weeks later, swelling of the right side of the face. She 
also experienced dryness of the mouth, fatigability, mild head- 
ache, and asthenia. Prior to the appearance of these symptoms 
she had enjoyed excellent health. 

Examination at Admission.—The temperature was 99.7 F, 
height 5 ft. (152 cm.), and weight 110 Ib. (49 kg.). The parotid 
glands, particularly the left, were enlarged and slightly tender, 
and the upper eyelids were slightly swollen. No other significant 
physical abnormalities were found. 

Laboratory Examination —The Wassermann test was nega- 
tive. The hemoglobin content was 14.5 gm. per 100 cc.:; the red 
blood cell count was 5,000,000; and the white blood cell count 
was 5,100 per cubic millimeter with a normal differential count. 
The urinalysis, blood sugar level, and urea level were all within 
normal limits. A roentgenogram of the chest showed bilaterally 
enlarged hilar and mediastinal lymph glands without peripheral 
lung field abnormalities. A first strength purified protein deriva- 
tive (0.00002 mg. PPD) test was negative. 

Course.—The patient has been observed regularly since her 
first visit. The salient findings since December, 1947, are as 
follows: 

February, 1948 (two months after initial examination): Facial 
paralysis on the right side, uveitis, and conjunctivitis developed. 

March, 1948 (three months after initial examination): Nodular 
cutaneous lesions appeared on the legs. On biopsy, one of these 
nodules presented the characteristic histological picture of sar- 
coidosis. Visual acuity decreased markedly. Repeated tests with 
old tuberculin 1:100 were negative. Calciferol therapy was in- 
stituted with an initial dosage of 150,000 units per day, which 
was decreased to 50,000 units per day, and finally discontinued 
in December, 1948. 

December, 1948 (12 months after initial examination): There 
was definite improvement of the eyes. The hilar adenopathy was 
no longer demonstrable on the roentgenogram. The patient was 
subjectively well. 

March, 1949 (15 months after initial examination): The patient 
experienced a moderately severe clinical relapse with return of 
her symptoms. Uveitis recurred, and an increase in the size of 
the hilar lymph glands was again noted on the roentgenogram. 
Calciferol therapy was resumed, 100,000 units daily, and was 
discontinued after two months. 

Aprii, 1949 (16 months:after initial examination): A Kveim 
skin test was performed, and an infiltrated papule developed 
at the test site in three weeks. This papule was excised after 
eight weeks and histological examination showed a focal epi- 
thelioid reaction simulating cutaneous sarcoid. 

During 1950, all subjective symptoms disappeared. A roent- 
genogram of the chest was within normal limits. Vision became 
almost normal. A second Kveim test, applied to the skin in 
January, 1950, failed to produce a papule. The patient continued 
to be free of subjective or objective evidence of disease activity 
throughout 1951 and became pregnant (gravida 2) in August, 
1951. During the third trimester of her pregnancy, there was 
a return of mild malaise, fatigability, and dryness of the mouth 
and eyes. These complaints were alleviated after delivery in 
May, 1952. 

From the Department of Dermatology. the Cleveland Clinic, and the 
Frank E. Bunts Educational Institute. 
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When last seen (August, 1953) she was well, and periodic 
physical examinations, roentgenograms of the chest, and routine 
laboratory studies have showed results within normal limits with 
no evidence of return of activity or sequelae of sarcoidosis. 


Case 2.—The identical twin of the patient in case 1, who is 
also a housewife, was first seen at the Cleveland Clinic on 
Dec. 13, 1948. About two months prior to examination she had 
first noted swelling of both upper eyelids, which had been 
followed by a painless swelling of first the left side of the face 
and then the right. Blurring of vision, dryness of the mouth, 
general fatigability, and loss of energy were also among her 
symptoms. Prior to the appearance of these symptoms she had 
enjoyed excellent health. On examination some six weeks after 
onset of symptoms, the chief finding was slight swelling of the 
parotid glands, which was more pronounced on the left. The 
remainder of the physical examination showed normal findings. 
The eyes were considered to be normal by the ophthalmologist. 


Laboratory Examinations —The Wassermann test was nega- 
tive. The hemoglobin content was 13.2 gm. per 100 cc.; the 
red blood cell count was 4,900,000; and the white blood cell 
count was 5,800 with a normal differential count. Urinalysis, 
blood sugar level, and urea level were within normal limits. 
Tuberculin tests with old tuberculin were negative in 1:1000 and 
1:100 strengths. A roentgenogram of the chest showed bilaterally 
enlarged hilar glands but no peripheral lung changes. Histo- 
logical examination of a portion of the enlarged left parotid 
gland was typical of sarcoidosis. 

Course.—The patient has been observed regularly since her 
first visit. The pertinent data since December, 1948, are as 
follows: Calciferol, 100,000 units a day, was given, but adminis- 
tration had to be stopped owing to severe nausea in February, 
1949, two months after initial examination. By this time the 
parotid swelling had decreased and the glands were almost nor- 
mal in size. Throughout 1949, the patient improved and the 
vague subjective symptoms subsided: however, there was no 
change in the roentgenogram of the chest. During 1950, there 
was a slow decrease in the size of the hilar glands. An intra- 
dermal Kveim test was applied to the forearm in January, 1950, 
13 months after initial examination. An infiltrated papule ap- 
peared at the test site in about five weeks. This papule attained 
a maximum size of 6 mm. in April, 1950, and then slowly de- 
creased in size. By September, 1950, 22 months after initial 
examination, the roentgenogram of the chest was almost within 
normal limits and the patient was free from symptoms. Early in 
1951, there was a return of mild general malaise and vague ach- 
ing in the chest on exertion. The roentgenogram of the chest 
showed developing peripheral soft nodular shadows. Calciferol 
therapy was again instituted but had to be discontinued in one 
month because of intolerance. The patient improved subjectively 
in the last six months of 1951 and remained well in 1952. Roent- 
genograms of the chest in January and May of 1952 were un- 
changed. The papule at the site of the Kveim test of January, 
1950, had almost disappeared during 1952. 

In August, 1952, the patient became pregnant (gravida 2). 
In the last months of her pregnancy she noted a return of 
fatigability, vague chest pains, dryness of the mouth, and a mild 
dry cough. She had a normal, full-term delivery in April, 1953. 
Her constitutional symptoms had persisted when she was last 
seen, in August, 1953. Examination in June, 1953, did not dis- 
close any definite abnormalities on physical examination, but 
the roentgenogram of the chest suggested an increase in the 
peripheral nodular shadows. The papule at the site of the 
injection of the Kveim antigen in January, 1950, had again 
attained a size of 6 mm. when the patient was last seen in August, 
1953. This lesion was excised at this time, and on histological 
examination it revealed characteristic focal collections of epi- 
thelioid cells and giant cells typical of sarcoidosis. 

There is little doubt that these sisters are enzygotic twins. 
They have the same physical appearance and both have large 
fieshy papillomatous moles in the right groin. In both, an iden- 
tical chloasma has developed on the forehead in the past two 
years. They have the same blood type and almost identical 
clectrocardiograms. Born in Cleveland, the sisters have lived 
most of their lives in the city, except for a few months they 
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spent on a farm when they were 11 years of age. They remained 
constant companions and after their respective marriages lived 
near each other until 1946 (age 23). At that time, the second 
patient moved to the state of Oregon and, later, California. 


In May, 1947, the first patient spent one month visiting her 
sister in California, returning to Cleveland in June, 1947. In 
November, 1947, the first patient first noted the rather rapidly 
developing symptoms of her disease. There was no further 
contact between the sisters until October, 1948, when the second 
patient returned to live in Cleveland and was once more in 
close association with her twin. The second patient noted the 
rather rapidly developing symptoms of her disease some three 
weeks later. Examinations of the mother, father, and sister 
showed no evidence of sarcoidosis. The only known exposure to 
tuberculosis was that of the second patient, whose father-in-law 
had chronic tuberculosis that was first diagnosed in April, 1953. 
The duration of his illness is not known. 


COMMENT 

There are two prior reports of sarcoidosis occurring 
in identical twins. Sherer and Kelley,' in 1949, described 
two Negro men, 22-year-old identical twins, who en- 
tered the same hospital seven months apart. Although 
the clinical manifestations in these two cases appeared 
two years apart, there was a remarkable similarity. Gilg,” 
in 1952, described two white women, 39-year-old iden- 
tical twins, who had cutaneous plaques on the left side 
of the forehead, biopsies of which were compatible with 
cutaneous sarcoidosis. There are a few case reports of 
sarcoidosis occurring in two or more members of the 
same family, and in some the similarity of clinical mani- 
festations is noteworthy,* as it is in our cases in which 
both sisters had relatively rapid onsets of the disease with 
parotid gland enlargement the chief objective finding. In 
our first patient, however, severe uveitis developed. The 
patient subsequently responded to calciferol the. apy and 
rest and has remained subjectively and objectively well. 
The second sister did not develop clinically appreciable 
eye changes, could not tolerate calciferol, has peripheral 
pulmonary changes visible on roentgenographic exami- 
nation, and has persistent vague symptoms probably re- 
lated to her disease. 

Being identical twins, these two patients may be ex- 
pected to react to any given stress in a more nearly iden- 
tical manner than, say, two unrelated persons or two sib- 
lings. This reaction pattern in enzygotic twins has been 
amply shown in regard to various tumors and other dis- 
eases. Our two patients had similar types of onset of 
symptoms of sarcoidosis in which they could almost name 
the day when symptoms first appeared. 

Of interest is the time sequence. The first patient had 
been under observation and treatment for sarcoidosis for 
10 months prior to the return of her twin to Cleveland. 
Some three weeks following resumption of close contact 
between-the sisters the second patient noted the onset of 
her symptoms. Prior to this the sisters were 3,000 miles 
apart and had not seen each other for 16 months. The 
significance of this time sequence is obscured by the lack 
of information regarding the state of health of the second 
sister, prior to her return to Cleveland. 





1. Sherer, J. F., Jr., and Kelley, R. T.: Sarcoidosis in Identical Twins, 
New England J. Med. 240: 328-330 (March 3) 1949. 

2. Gilg, I.: Boeck’s Sarcoid in Identical Twins, Acta dermat.-venereol. 
(supp. 29) 32: 108-115, 1952. 

3. Robinson, R. C. V., and Hahn, R. D.: Sarcoidosis in Siblings, 
Arch. Int. Med. 80: 249-256 (Aug.) 1947. 
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Another point of interest is that the Kveim test * was 
positive in both patients. In case 1, the infiltrated papule 
was excised at eight weeks and revealed a tuberculoid 
reaction simulating cutaneous sarcoidosis. The site of 
the test on the second patient was left undisturbed, and 
over the years the size of the resulting papule has paral- 
leled her clinical course. During 1950, the papule at- 
tained a maximum size of 6 mm., decreased to an almost 
imperceptible lesion during late 1951 and during 1952, 
but again, with the onset of symptoms in 1953, reached 
the size of approximately 5 mm. in diameter. The ex- 
planation of this phenomenon is, as yet, not established. 

The influence of pregnancy on the disease is worthy of 
mention. The onset of symptoms appeared 14 months 
after the birth of the first child in the first patient, and 
13 months after the birth of the first child in the second 
patient. During our observation, both patients expressed 
a desire for additional children. After evaluation, they 
were advised that the effect of pregnancy on the disease 
was not completely understood but they would have to 
have more than the usual amount of rest. Subsequently 
both became pregnant and both experienced a return of 
dryness of the mouth, fatigability, and vague pains in 
the chest about the fifth month. In the first patient, these 
complaints cleared within a month after delivery, while 
the second patient apparently has had a persistence of 
these vague complaints and an increase in the peripheral 
nodular shadows visible on the roentgenogram of the 
chest, 

SUMMARY 

In tv.) women who are identical twins and in whom 
sarcoidosis developed, certain similarities in the course 
of the disease were observed. The growth of the papule 
at the site of injection of Kveim antigen seems to have 
paralleled the clinical course of the disease in one patient. 
The return of mild symptoms, presumably symptoms of 
the disease, was noted during pregnancy in both patients. 

2020 E. 93rd St. (Dr. Rogers). 


4. Leider, M.: Kveim Test in Sarcoidosis: Theory, Meaning and 
Practical Value of Skin Tests and Reactions in Sarcoidosis, J. Invest 
Dermat. 10: 377-387 (May) 1948. Rogers, F. J., and Haserick, J. R.: 
Value of Kveim Test as Diagnostic Measure in Sarcoidosis: Preliminary 
Report, Cleveland Clin. Quart. 21: 79-89 (April) 1954. 





Lymphedema of the Lower Extremity.—Chronic lymphedema 
of the lower extremity is a common complication following 
deep venous thrombosis and is best treated by using the heavy 
weight type of elastic stocking. . . . There are many other 
patients, especially young women, who have an idiopathic type 
of lymphedema which develops for no known cause... . If the 
edema is not controlled in these patients by the proper type of 
elastic support, the condition will grow worse and finally 
develop into a typical case of elephantiasis. . . . If the proper 
elastic support is worn early in the course of the disease—and 
this should be a heavy weight type of elastic stocking with a 
two-way stretch—the edema can be controlled and the serious 
complications of elephantiasis can be averted. In addition, in 
most instances, if the case is seen early in the course of the 
disease it will be possible to return the leg to a normal size. 
Lumbar sympathectomy should not be performed for eihter 
the postphlebitic type of ulceration or chronic edema of the 
lower extremities because in many cases it makes the condition 
worse and rarely improves it.—Robert R. Linton, M.D., Treat- 
ment of Peripheral Vascular Diseases: II. Diseases of the Veins 
of the Lowe: Extremity, Postgraduate Medicine, December, 
1953. 





J.A.M.A., July 10, 1954 
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LINES TO LEARNING 
George R. Ludwig, Des Moines, lowa 


In its effort to provide public school education for 
every handicapped, homebound child, the state of Iowa 
has made extensive use of school-to-home telephone 
equipment. With the cooperation of physicians, educa- 
tors, local telephone authorities, and the Executone Cor- 
poration, manufacturers of this equipment, “in class” 
instruction has been extended to hundreds of school 
children. Some have been graduated as honor students 
and gone on to college, never having seen the inside 
of a school. With this facility the homebound (or hos- 





Fig. 1.—A homebound 8-year-old boy with muscular dystrophy parti- 
cipating in his third-grade class by means of the two-way communication 
unit on his desk. 


pitalized) child hears all the activities of the classroom. 
When called on to recite or participate in group discus- 
sions, the shut-in can manipulate a switch and be heard 
by the entire class. Thus the homebound child, at his 
bedside located far from the school, has two-way con- 
versational contact with his class and can participate in 
the classroom program. 

In 1938 Mr. W. A. WinterStein of the Department of 
Public Instruction helped pioneer this system of electrical 
equipment in Iowa when the first sets were installed for 
B. C. Berg, superintendent of the Newton Public Schools. 
Since then it has been successfully used with children 
suffering from such varied complaints as chronic nephri- 


Division of Special Education, Iowa State Department of Public 
Instruction, 
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tis, bone fracture, gunshot wounds, poliomyelitis, rheu- 
matic fever and residual cardiac effects, spina bifida, hay 
fever, congenital coronary occlusion, tuberculosis, infec- 
tious hepatitis, muscular dystrophy, and cerebral palsy. 
in every instance the educational programs developed for 
these children were conditioned on written concurrence 
of the attending physician. 


RESULTS OF SURVEY OF PHYSICIANS 


As part of a continued effort to evaluate this method 
of instruction and to make it more widely known, the 
Division of Special Education recently conducted a sur- 
vey among 52 Iowa physicians who had approved this 
method for their young patients. The following letter was 
mailed to the family physicians of those handicapped 
students using the equipment at the time of the survey: 


John Doe, M.D. 
Blank Street 
Middletown, Iowa 


Dear Dr. Doe: 

Re: Richard Roe—Born, 12/12/37—Hip Fracture 

Several months ago you recommended the installation of 
School-to-Home telephone instructional service connecting the 
above named patient with his classroom in Middletown Public 
School. 

During the intervening time you have had an opportunity to 
Observe this educational method in operation and may have 
formed some opinions as to its value from a psychological and 
therapeutic point of view. 

To guide us in a proper evaluation of this method, we would 
appreciate learning how your patient has reacted to the full time 
educational and social contact with his class which this service 
provides. How has it affected morale? Has it had any positive 
or adverse effect on physical or mental conditions? Would you 
recommend this method of instruction again for a homebound 
pupil of appropriate age? 

We will be extremely grateful if you will take a minute to 
write us briefly in this regard and your reply will be of much 
worth in guiding us in our efforts to serve additional homebound 
pupils in the 4th grade or higher. 

Sincerely yours, 

Jessie M. Parker 

Superintendent of Public Instruction 
W. A. WinterStein 

Special Education Division 





One hundred per cent of the 27 physicians who returned 
completed opinions expressed satisfaction with this 
method of instruction. 

Mental Health.—Eighteen letters made a specific point 
of the morale and psychotherapeutic benefits derived 
from use of the method, and five other opinions strongly 
implied such benefits. “I would recommend it highly. 
[It has a] very definite boosting effect on her morale as 
well as giving her a chance to keep up in her studies; 
there is a bad emotional factor when a patient has to fall 
back from the group she originally starts with,” was one 
physician’s reply with reference to a young patient suf- 
fering from encephalitis. This sentiment is typical of 
those who commented on improved morale. Another 
wrote, “Patient benefiting from the system mentally and 
helps keep morale up,” while another stated, “Helped 
him psychologically very much and I consider it very 
beneficial to him—It is time and money well spent.” 
Psychological benefits have woven themselves into 
almost every phase of the answers received. Terms such 


as “definitely improved morale . . . aided recovery,” “most 
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satisfactory . .. Mary enjoyed service and her spirits are 
very high,” occurred throughout the comments, but per- 
haps the most frequently encountered phrase was “a 
great morale builder.” Four physicians indicated direct 
physiological benefits, although obviously not implying 
any direct curative value. Improved mental health, seem- 
ingly, increased physical well-being. One writes with 
reference to a patient suffering from a rheumatic heart 
condition, “It has helped both psychologically and thera- 
peutically . . . [she has] no feeling of being pushed as 
far as her schooling is concerned.” He felt the method 
aided recuperation in that the patients using it did not 
force themselves into strenuous school situations too 
soon after recovering from a debilitating illness. 

One of the letters received from a hospital physician 
did not attempt to rely explicitly to the inquiries but ex- 
pressed a desire to confer with a Division of Special Edu- 
cation representative on extending and adapting the tele- 
phone system to the specific needs of children in the 
hospital to which he was attached. The tone of his note 
was enthusiastic. 





5 


Fig. 2.—Classroom of the patient shown in figure 1. The electrical 
telephone equipment being used maintains educational and social contact 
between the patient and his teacher and classmates. 


Educational Value.—While such opinions were not 
solicited, it was interesting to find that about 75% of the 
responses made definite reference to the educational 
advantages that were derived. The valuable element of 
patients’ keeping up with their own classes, thus retain- 
ing close identification with their long-time associates, 
was frequently stressed. Many letters included state- 
ments like these: “takes an interest in his school work,” 
“patient enjoyed her school work,” “keeps him in line 
with others of his age group.” This benefit was charac- 
teristically cited in instances of temporary impairment 
but was also especially favorably mentioned in instances 
in which the patient had only a short time remaining until 
graduation, regardless of the probable duration of the 
handicap. “Her greatest satisfaction was that she has been 
able to keep up with her class and graduate on time,” 
was but one comment of this type. 

Scholastic standing was touched on occasionally with 
references such as, “Her grades since resuming regular 
schooling have been very satisfactory, which would indi- 
cate [the system’s] effectiveness.” Some physicians ex- 
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pressed concern in this area, however. They felt this 
service should be offered preferably to students of strong 
average academic achievement, although not necessarily 
limited to them. Their ability to use the system to maxi- 
mum benefit seems to be markedly higher than others’, 
although some value was indicated in almost every in- 
stance, even though the student was a slow learner. One 
physician with three rheumatic-fever patients reported, 
“The students who are average or above in their school 
work have been able to keep abreast of class work to the 
satisfaction of their teachers. One of the patients has been 
somewhat slow in her school work but instead of losing a 
complete year, she has had the opportunity of class par- 
ticipation which will aid her greatly when she resumes 
her classroom work.” Iowa law has no restrictions based 
on academic standing at present, but division regulations 
limit installation to homes where the student is classified 
as of average intelligence and is placed in the fourth grade 
or above. 

Other Comments.—The subject of wholesome diver- 
sion for the homebound patient was stressed in about 
20% of the communications. The problem of “what to 
do” for a homebound child has long troubled busy par- 
ents. Direct daily contact at specified times keeps the pa- 
tient profitably occupied not only during the actual class 
and study periods but also for short periods before and 
after these sessions. Assignments also fill these dull 
“what to do” hours. Relief from the constant emotional 
tension is greatly appreciated by both the parents and 
the children. This last fact, in addition to the academic 
advantages, is referred to by one of the replying doctors. 

One physician reported that a youth suffering from a 
severe personality disturbance in addition to poor vision 
“takes an interest in school work. . . . It made Bill nervous 
at first but he is now adjusted to it very well. . . [I would] 
. .. certainly recommend it for a child who is unable to 
attend classes.” This is the only response touching on 
this particular effect, but another doctor reporting on the 
case of a 15-year-old boy with a fractured skull and a 
débridement of the frontal bones rather sadly said, 
“I have not seen this boy since the program started but 
received a letter from some of those in charge who report 
that they were unable to get any cooperation from the boy 
and that it failed.”” However, a footnote added, “I cer- 
tainly feel it is a good program.” 

Another physician commented: “I have talked to 
other students in his class and they feel Tommy is right 
in class with them.” One reply referred to the trouble the 
patient had in understanding his classmates when they 
spoke but continued, “This may have been that certain 
pupils speak soft and low in the school room and pupils 
present have some difficulty hearing them clearly.” This 
tends to bear out the opinion that the teacher must be 
alert to maintain good speaking habits among the class 
members. This, of course, is desirable at all times, 
whether or not telephone equipment is being used. An- 
other reply stated, “I found it useful and valuable; how- 
ever, I regard it as second best and as imperfect, and had 





1. Mr. J. A. Richards, director of the Special Education Division of 
Executone Inc., has recently conducted a national survey of 100 installa- 
tions of the telephone equipment. He was aided in this evaluation by a 
group of authorities on special education. A report of this study is avail- 
able from the author of this article. 
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the patient required home education any longer than was 
the case, I should have been obliged to request instruc- 
tion from a teacher.” This statement points up the fact 
that this method of instruction for homebound children 
must operate under interested and persistent supervision, 
such as Iowa insists on. This supervision was apparently 
not properly carried out in this case. 


ROLE OF TELEPHONE CONTACT IN EDUCATION 

School-to-home service is not intended to replace the 
visiting teacher. It is meant only to link the home and the 
school so that the seriously handicapped child will feel 
identification with the class group, be aided in keeping 
his school work up to the level of his classmates, and 
continue, through this medium, his concomitant social 
growth. Periodic visits by a teacher of the homebound or, 
better yet, by the classroom teacher are essential to sup- 
plement the instruction from the classroom. Combina- 
tion of these two methods makes it possible for the aver- 
age child to keep abreast of his classmates. Also, since 
the classroom teacher gives most of the descriptive in- 
struction on the spot, it enables the visiting teacher to 
spend proportionally less time with each student, as it is 
necessary Only to clear up obscure points, make sup- 
plementary explanations of visual aids used in the class- 
room, and conduct a general review. This enables the 
visiting teacher to serve a greater number of students with 
no decline in efficiency. 

COMMENT 

From this brief survey it can be generally assumed that 
the physicians answering the questionnaire felt the use 
of the school-to-home telephone installation to be profit- 
able in almost every instance in which it has been used; 
however, their replies and basic research data so far com- 
piled ' indicate that maximum benefits can be expected 
only if the following conditions prevail. 

1. The student has reached sufficient mental age and 
general level of attainment. The doctors’ observations 
seem to bear out the Iowa policy of limiting installations 
to students who have achieved average fourth grade level. 

2. Enough seclusion is provided for the student to 
concentrate. Every effort should be made to minimize 
household activities during class time if some type of 
private or semi-isolated room is not available. 

3. The class has a continuing awareness that it is being 
audited and is an important part of the listener’s ‘‘school- 
ing.” Frequently the little box in the front of the room 
loses significance to such an extent that the class mem- 
bers speak carelessly. If alert awareness is maintained, 
the general level of oral expression in the classroom 
improves. 

4. Regular time schedules are established for the 
teacher's visits. These visits must be geared to the class- 
room program in order to deliver proper materials to the 
student prior to actual use. The visiting teacher should 
review and reinforce the material covered since the pre- 
vious visit, clearing up any questions, omissions, parti- 
ally understood material, or other problems. The visiting 
teacher’s role should also include conferences with the 
parents to emphasize the importance of self discipline in 
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meeting a regular study time schedule that will keep the 
student at the peak of his capabilities, yet not impose a 
physical burden. 

5. Close cooperation exists among physician, student, 
teacher, and parents, and the program is under alert and 
consistent supervision. This is probably the most impor- 
tant condition. A definite program must be worked out 
and followed to avoid chronic apathy and a tendency to 
procrastinate on the part of the child and complacency 
and lack of interest on the part of parents and teachers. 
The attitudes of each of these agents play an important 
role in the success of this method. If only one of these 
persons is not well disposed toward the method or does 
not have sufficient interest or initiative, optimum results 
cannot be derived; indeed, a definite detrimental influence 
can be worked on the entire project. 
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APPARATUS ACCEPTED 


The following additional products have been accepted as con- 
forming to the rules of the Council on Physical Medicine and 
Rehabilitation of the American Medical Association for inclu- 
sion in Apparatus Accepted. A copy of the rules on which the 
Council bases its action will be sent on application. 

RateH E, De Forest, M.D., Secretary. 


A. C. M. L. Diathermy Unit, Model VC 4000 M 
American Cystoscope Makers, Inc., 1241 Lafayette Ave., New 
York 59. 

The A. C. M. I. Diathermy Unit, Model VC 4000 M, is 
designed to generate short-wave radiation of a frequency of 
27.12 megacycles (corresponding to a wave length of 11.06 m.) 
for both medical and electrosurgical purposes. The unit is housed 
in a metal cabinet and mounted on casters; the over-all dimen- 
sions of the unit are 103 (height) 
by 59 by 37 cm. (40% by 23 
by 14'%in.), and weighs 84 kg. 
(185 Ib.). Packed for shipment 
it weighs 123 kg. (270 Ib.) and 
measures 117 by 69 by 51 cm. 
(46 by 27 by 20 in.). 

The shipping weight includes 
the following accessories: induc- 
tion drum applicator with uni- 
versal arm, inductance cable 
3.6 m. (12 ft.) long, set of surgi- 
cal electrodes, rubber-covered 
indifferent (dispersive) plate, set 
of five cable clips, concave in- 
ductor, chuck handle and cord, 
inlet cable, and footswitch. 

This apparatus has Type Approval D 549 of the Federal 
Communications Commission. The output is about 275 watts 
and the power consumption is given as 1,150 watts. 





A.C. M. I. Diathermy Unit, 
Model VC 4000 M 


Whitehall Hydromassage Underwater Therapy Unit for Full 
Body Immersion, Model JO-400 
The Whitehall Electro Medical Co., Inc., 19 Wall St., Passaic, 
N. J. 

The Whitehall Hydromassage Underwater Therapy Unit for 
Full Body Immersion, Model JO-400, is a stainless steel tank, 
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described as a modified Hubbard tank, that is designed for per- 
manent installation in a department of hydrotherapy. It is 
shaped so that, when the pa- 
tient’s trunk and extremities are 
entirely immersed, he can ex- 
tend and abduct his legs and 
execute a complete range of arm 
movements. 

This model, when shipped 
complete with all accessories, 
includes a body stretcher, body 
plinth, overhead electric hoist, 
two turbine ejector-aerator as- 
semblies, two raising and lower- 
ing assemblies, adjustable head 





; “hee Whitehall Hydromassage 
rest, thermostatic water-mixing Underwater Therapy Unit For 


valve assembly, plumbing fit- 
tings, legs, couplings, spare can- 
vas, crossbar with cable suspen- 
sions and snap-hooks, body sling, and body hammock. 

The over-all length of the tank is 267 cm. (8 ft. 9 in.); the 
over-all width is 193 cm. (6 ft. 4 in.); inside depth is 56 cm. (22 
in.), and the capacity is 1,500 liters (400 gal.). The two turbine 
ejector-aerator assemblies are each equipped with a one-half 
horsepower motor that operates on 60 cycle alternating current 
at 110 to 115 volts and consumes 675 watts. 


Full Body Immersion 
Model JO-400 


Ilie Thermostatic Folding Bed Tent, Model BT 100 
Ile Electric Corporation, 50 Mill Rd., Freeport, Long Island, 
N. ¥. 

The Ille Thermostatic Folding Bed Tent, Model BT 100, is 
a device for holding the bed coverings out of contact with a 
patient’s feet while giving radiant heat treatment to the lower 
extremities. It can be extended 
for treatment of the entire body, 
or may be used for the upper 
extremity. The framework is 
made so as to fold easily. The 
heat, supplied by two carbon 
filament lamps, is thermostati- 
cally controlled. Metal guards 
protect the patient from burns 
that might result from contact 
with the lamps. A source of 60 Ille Thermostatic Folding Bed 
cycle alternating current at 115 Tent, Model BT 100 
volts is required, and the power 
consumption is 125 watts. 

The assembly weighs 4.5 kg. (10 Ib.). When packed for ship- 
ment it measures 15 by 122 by 76 cm. (6 by 48 by 30 in.) and 
weighs 23 kg. (SO Ib.). 


General Electric Cardioscribe, Model DWB-1 (Portable Direct- 
Writing) 

General Electric Co., X-Ray Dept., 4855 Electric Ave., Mil- 
waukee 14. 

The General Electric 
Cardioscribe, Model DWB-1, 
Direct-Writing Electrocardi- 
Ograph uses a heated stylus 
on heat-sensitive paper. It is 
housed in a portable carry- 
ing case, weighs 17.7 kg. (39 
Ib.), and measures 19 by 45 
by 33 cm. (7% by 17% by 
13 in.). Packed for shipment 
it weighs 22.8 kg. (SO Ib.) 
and measures 28 by 51 by 
38 cm. (11 by 20 by 15 in.). 
Accessories include a patient 
cable, chest electrode, ex- 
tremity electrodes and straps, line cord, ground wire, roll of 
record paper, tube of electrode paste, and operating instructions. 

The instrument requires 60 cycle alternating current at 105 
to 130 volts and draws 110 watts. Models are also available 
for operation on S50 cycle current. 





General Electric Cardioscribe 
Model DWB-1 
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THE THYROID HORMONE 


With the isolation of thyroxin by Kendall in 1914 and 
its synthesis by Harington and Barger in 1927, the phys- 
iologically active component of the thyroid gland ap- 
peared to have been identified. The biosynthesis of this 
compound apparently involves the iodination of tyrosine 
to monoiodotyrosine and diiodotyrosine, the condensa- 
tion of two molecules of the latter compound yielding 
thyroxin, which is then stored in the thyroid in the form 
of thyroglobulin. As the need for thyroid hormone arises, 
the thyroglobulin is broken down by a proteolytic enzyme 
to biologically active fragments of sufficiently low molec- 
ular weight to diffuse out of the thyroid follicles. In the 
plasma, these become rather loosely bound to protein to 
form the greater portion of the protein-bound iodine 
moiety. 

Until recently it was felt that thyroxin was the only 
biologically active component of the protein-bound 
iodine. However, in 1951 Gross and Leblanc, using auto- 
radiographic and chromatographic techniques, discov- 
ered a hitherto unidentified iodine-containing compound 
in human and animal plasma.' This was subsequently 
identified by Gross and Pitt-Rivers as 3:5:3’-I-triiodo- 
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thyronine.*? This substance was shown to be present in 
the blood of both euthyroid and hyperthyroid persons 
and thus represented a normal constituent of the organic 
iodine fraction of the plasma. It was subsequently isolated 
from ox thyroid gland, 1.25 mg. of triiodothyronine and 
30.4 mg. of thyroxin being isolated from 500 gm. of 
fresh tissue.* 

The biological activity of synthetic 1-triiodothyronine 
was then examined. Gross and Pitt-Rivers found it was 
about three times as active as ]-thyroxin in preventing 
goiter in thiouracil-treated rats and that it duplicated the 
effects of thyroxin on body growth, kidney and heart 
weight and morphology, and pituitary weight and func- 
tion.‘ Tomich and Woollett found it to be some five to 
seven times as active as I-thyroxin in goiter prevention, 
in reducing the survival time of mice in anoxia, and in 
increasing the oxygen consumption in rats,° while Hem- 
ing and Holtkamp found it to be three to four times as 
effective in raising the oxygen consumption in rats.° How- 
ever, Gemmill, comparing thyroxin and triiodothyronine 
in various biological and chemical tests, concluded that 
on a molar basis there was little difference between the 
compounds.’ 

In preliminary clinical tests, Gross, Pitt-Rivers, and 
Trotter found triiodothyronine to be effective in the treat- 
ment of myxedema.* Asper, Selenkow, and Plamondon 
found triiodothyronine exerted qualitatively identical 
metabolic effects as thyroxin in myxedematous patients 
but that the former compound was more effective on an 
equimolar basis.” Rawson and his associates found no 
qualitative differences between the two compounds when 
administered to a myxedematous patient, while quantita- 
tively the only difference observed was that the triiodo- 
thyronine elicited a more prompt but more evanescent 
effect. This was in accord with the fact that it disappeared 
much more promptly from the circulation.'® Lehman 
found that triiodothyronine was four to five times as ac- 
tive in myxedema as thyroxin, that its effect was more 
rapid in onset, and that the return to myxedema was more 
rapid after its withdrawal. Lehman also noted a rapid 
clearance of triiodothyronine from the blood after pro- 
longed therapy and a failure of a single dose to appre- 
ciably raise the level of serum protein-bound iodine.'' 

Two hypotheses have been advanced concerning the 
biosynthesis of triiodothyronine: that it arises from the 
condensation of monoiodotyrosine and diiodotyrosine or 
that it arises from the deiodination of thyroxin. It has 
further been postulated that triiodothyronine represents 
the active form of the thyroid hormone and that circu- 
lating thyroxin must be converted to triiodothyronine 
before exerting any physiological action. The presence 
of active triiodothyronine in desiccated thyroid would 
therefore explain the observed greater activity of thyroid 
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gland compared to thyroxine.‘” Alternately, however, it 
is conceded that the greater activity of triiodothyronine 
may be due to a greater permeability of the cells to this 
compound and that the traces of this compound found in 
the body need not be of physiological importance. 

The suggestion that triiodothyronine may be the meta- 
bolically active form of the thyroid hormone gains sup- 
port from the fact that the compound butyl 4-hydroxy- 
3:5:diiodobenzoate depresses the biological activity of 
thyroxin but enhances that of triiodothyronine.'* Since 
this compound depresses the urinary iodide after the 
injection of diiodotyrosine and of thyroxin it is postulated 
that its inhibitory effect on thyroxin is due to a restraining 
effect on the deiodination process. In turn, this restrain- 
ing effect, by retarding the breakdown of triiodothyro- 
nine, extends its period of effective biological action. 


STRESS 


Although ideas about stress and stress diseases have 
not yet crystallized, the current trend is to recognize stress 
as an important contributory cause of disease. There are 
many kinds of stress, and the ways in which they cause 
disease are not well understood. The problem is never- 
theless real, and most authorities would include duodenal 
ulcer, thyrotoxicosis, malignant hypertension, thrombo- 
angiitis obliterans, ulcerative colitis, rheumatoid arthritis, 
and the collagen diseases in a list of diseases in which 
stress plays an important, if ill-defined role. Such widely 
different factors as infection, intoxication, trauma, mus- 
cular and nervous fatigue, extreme heat or cold, and ir- 
radiation elicit from the body a similar response and have 
been grouped together as types of stress. Stress implies 
either an inner conflict or a conflict against circumstances 
for which no immediate action is appropriate. It implies 
further that the conflict is protracted, the outcome uncer- 
tain, and that the victim is constantly aware of it." Many 
writers have been impressed by the great difference in the 
ability of different persons to withstand what appears to 
be the same amount of stress without showing signs of 
breakdown, but it may be safely stated that no one is im- 
mune from breakdown if the stress is severe enough and 
sufficiently prolonged. 

Sports and war offer situations that are ideal for the 
study of stress and from which conclusions applicable 
to stress under more ordinary circumstances may be de- 
rived. Sport involves stresses that are voluntarily sought, 
intermittent, and socially acceptable. It imposes stresses 
on both body and mind and increases the capacity for 
severe exercise.” Combat stress was studied in World War 
II and more recently in Korea, where a team consisting 
of physiologists, psychologists, and psychiatrists meas- 
ured the mental and physical conditions of infantrymen 
before and after combat.* They found by tests on the 
blood, urine, and saliva that men who had been under al- 
most constant artillery bombardment for five days, but 
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with only 7% casualties, were far worse off than those 
who had withstood 18 hours of intense fighting during 
which the unit sustained 70% casualties. One of the best 
indications of this difference between the two groups ap- 
peared in a test of the adrenal reserve. The men who had 
been in combat five days showed severe adrenal exhaus- 
tion, but the other group were above normal in adrenal 
reserve and in output. In the group with the shorter more 
intense exposure to stress, there was severe dehydration 
even when the returning soldiers had ample water in their 
canteens. This suggests that stress may suspend normal 
thirst even though water loss continues at a normal or 
accelerated rate. 


The research team found a drop in leukocyte count 
following combat comparable to that associated with 
severe burns. The ratio of adult leukocytes to immature 
cells was reversed, dropping from about 18:1 to 1:3. 
Whereas formerly 48 hours was thought to be an ade- 
quate recovery time, these studies showed that the blood 
changes had not returned to normal after five days. This 
study revealed that the enormous individual variation 
in reaction to stress applied in all fields. The reasons for 
this are not known, but two theories were advanced. 
According to one, all persons have the same pattern of 
exhaustion but they operate at different speeds; the man 
who tires easily is not affected more but rather faster than 
the man who does not tire so readily. According to the 
other theory, the effects vary because different persons 
have different emotional reactions to the stress, condi- 
tioned by their past experiences; one man may be in- 
ordinately afraid of death while another may have a 
fatalistic outlook. It was also observed that some break- 
downs are violent but brief, while others are less violent 
but prolonged. 


The psychologists used a variety of standard mental 
tests in an attempt to evaluate the effect of stress on men- 
tal function. It was expected that these would reveal 
mental deterioration under stress, but they showed little 
change, and what there was could not be correlated with 
the intensity or duration of exposure. The psychologists 
concluded that better tests, better controls, and a reduc- 
tion of the elapsed time between combat and testing were 
needed. 


The effects of stress are varied and touch every branch 
of medicine. As with other conditions, prevention, when 
possible, is better than cure. Removal of the cause is still 
the best treatment. After that, rest, a change of scene, 
and a change of interest are the most effective therapeutic 
measures. Continued study of the relationship between 
stress and bodily changes should eventually resolve some 
of the current confusion surrounding this subject. 
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ORGANIZATION SECTION 


THE SAN FRANCISCO MEETING—1954 


The 103rd Annual Meeting of the American Medical Asso- 
ciation came to a close a few days ago in San Francisco, marking 
the eighth time these meetings have been held in that city. The 
first San Francisco meeting was in 1871, the second in 1894, 
the third in 1915, the fourth in 1923, the fifth in 1938, the 
sixth in 1946, the seventh in 1950, and the eighth June 21-25, 
1954. In the 83 years that elapsed between the first and the 
last San Francisco meetings many significant developments in 
the Association occurred, including a tremendous growth in 
membership, the publication of THE JOURNAL each week since 
1883, the reorganization of the Association in 1898, the estab- 
lishment of various councils, bureaus, and committees, and the 
building of a monumental headquarters in Chicago that strives 
to help carry on the work of the Association. 

The reports and papers presented at annual meetings before 
THE JOURNAL was established were published in one annual 
volume, which was called the Transactions of the American 
Medical Association. A complete set of these volumes from 
1848 to 1882 is in the A. M. A. Library at headquarters. Vol- 
ume 22 of the Transactions contains the proceedings of the 
first San Francisco meeting, but it does not contain a record 
of attendance, nor could such records be found for any Annual 
Meeting before 1900. However, at the third San Francisco 
meeting in 1915 the attendance was 2,307, at the fourth 3,726, 
at the fifth 6,034, at the sixth 7,746, at the seventh 10,119, and 
at the recent meeting 12,063. 

Volume 22 of the transactions contains reports on epidemics 
and infectious diseases about which we seldom read today 
because the advances and progress in medical science have 
practically eliminated some of those diseases and placed others 
under control. Volume 22 contains a tabulation of the number 
of physicians in all of the states showing a total for the country 
of 39,175 “regular physicians,” 2,962 homeopathic, 2,855 eclec- 
tic, 137 “hydropathic,” and 4,809 not classified. 

Apparently in 1871 the weather was considered to be an 
important factor in epidemics, as volume 22 contains the pro- 
ceedings of the Section on Meteorology and Epidemics, the 
president of which was Dr. N. S. Davis, the founder of the 
American Medical Association. That section received a report 
on epidemics and climatology in each of the states of California, 
Mississippi, and Minnesota. The Association had only three 
other sections 83 years ago: i. e., Practice of Medicine and 
Obstetrics, Materia Medica and Chemistry, and Surgery and 
Anatomy. Since then, medicine has developed on a much 
broader basis and so rapidly that today there are 21 sections 
in the Scientific Assembly; but there has not been a section on 
climatology and epidemics for many years. 

Volume 22 contains also a report of the Librarian, who listed 
every volume, reprint, periodical, and monograph contained in 
the entire library, amounting to a total of 339, all of which 
were housed in the Smithsonian Institution in Washington, D. C. 
Today the Library is in the Chicago headquarters, and, while 
it is not a depository, it contains thousands of books, periodicals, 
pamphlets, and reprints many of which are available for loan 
to members. The report of the treasurer of the Association in 
volume 22 showed a cash balance on hand of $704.32. A com- 
parison of that figure with the current financial report in THE 
JOURNAL, May 15, 1954, indicates further the tremendous ex- 
pansion and growth of the Association that has taken place. 

To return to San Francisco for the seventh time in June, 
1954, was a popular decision. A city so interesting, so different 
(so hilly), and whose citizens are so friendly has an attraction 
for almost everyone, and the facilities offered by the Civic 
Center and nearby area, while still inadequate for so large a 
meeting, are excelled in very few cities in this country. 

A little after 8 o’clock on Monday morning a line of physi- 
cians, three abreast, two blocks long, waited, seemingly in the 
best of humor, in the Civic Center Plaza in the sunshine for 
the registration office to open at 8:30, when, with the excellent 


arrangements awaiting them to register, the line quickly melted 
away like the proverbial snowball, and the doctors passed on 
through the tented portico into the technical and scientific exhib- 
its in the air-cooled Civic Auditorium. A short distance away in 
the High School of Commerce the General Scientific Meetings 
got under way at 9 o'clock before an assembly that filled the 
auditorium and overflowed into the balcony. A short mile away 
toward the bay at the Palace Hotel, the House of Delegates 
assembled at 10 o'clock to consider the reports of the various 
councils, bureaus, and committees and to discuss and decide on 
the broad policies that will be presented for the benefit of the 
public and the profession. Thus the 103rd Annual Meeting of 
the American Medical Association got under way as smoothly 
as long careful planning had expected it would. 

The central theme of the annual meetings is to promote the 
science and art of medicine and the betterment of the public 
health. In fact, that short statement repeats the sole purpose for 
which the Association was founded more than a century ago. 
That purpose is emphasized annually at these meetings in two 
great programs: (1) the scientific exhibits and (2) the individual 
meetings of the 21 scientific sections, before which hundreds 
of clinicians and investigators report to their colleagues on the 
progress of medicine. Many of these reports will be published 
in THE JOURNAL over a period of the next several months. 


THE SCIENTIFIC EXHIBIT 

On the first and second floors of the Civie Auditorium 220 
scientific exhibits were nicely arranged by specialty or section. 
The aisles were wide, and although the onlookers were a huge 
crowd of interested doctors and guests a good view of the 
exhibits was always possible. Seats were available here and there 
for those who wanted to study an exhibit, and many of the 
demonstrators had microphones so that all present could hear 
the explanation. Some of the best-known physicians of the 
United States stood by their exhibits hour after hour to explain 
and answer questions. These exhibits are carefully selected by 
a committee months in advance of the meeting, and they repre- 
sent the outstanding advances attained in medicine and the 
most recent. There is no other place where a doctor in a short 
time can get a general view of so much that is new in medicine. 
Indeed one could easily spend, with profit, the entire period of 
the meeting in the Scientific Exhibit. 

Obviously each one of the 220 exhibits cannot be mentioned 
here because of lack of space, but for those who could not 
attend the meeting all of these exhibits were briefly described 
in THE JOURNAL of May 8, 1954. An exhibit that attracted 
much attention and which won the Gold Medal was that of 
DeBakey, Cooley, and Creech on aneurysms and thrombo- 
obliterative disease of the aorta; among other cases presented, 
they showed a transparency of a man in whom they removed 
about 10 inches of the aorta including the bifurcation and re- 
placed it with a graft from a young man who had been killed 
in an accident less than 10 hours earlier. They have performed 
this operation on 87 patients; 75.9% of the results have been 
excellent, and these patients have been able to resume their 
former occupations. 

Another exhibit that received much attention was that of 
Drs. Claude Beck and David Leighninger of Cleveland on opera- 
tions for coronary artery disease. Dr. Beck was present to 
discuss and explain this exhibit, and 10 patients on whom he 
had operated were there to answer questions about the improve- 
ment in their state of health. These doctors perform two types 
of operation for coronary disease, usually on patients whose 
coronary attack occurred six or more months previously. The 
objective is to relieve pain and to prolong life. In one operation 
they simply abrade the myocardium and pericardium and dust 
asbestos powder on the abraded areas in order to cause the 
development of new superficial blood vessels to supply the heart 
muscle. In the other operation they partially ligate the coronary 
sinus and then insert a graft between the aorta and the coronary 
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sinus in order that new blood vessels may develop more deeply 
in the heart muscle. 

A Chicago group also had an exhibit on an operation for 
the treatment of chronic coronary heart disease. In this pro- 
cedure the surgeon simply opens the pericardium and drops a 
small amount of U. S. P. talc on the heart, then with a small 
rubber bulb insufflates or distributes the talc evenly over the 
heart. The irritation produced by the talc (magnesium silicate) 
causes small new blood vessels to form. This group (Mazel, 
Bernstein, Callen, Schnaer, Wu, and Bonk) emphasizes the 
simplicity of the operation and that the mortality, when the 
operation is done by well-trained surgeons, should be no more 
than that of the usual appendectomy. This operation is already 
being performed by a number of other groups in this country. 

A new feature was the question and answer conference on 
cardiovascular diseases presented in cooperation with the Ameri- 
can Heart Association where cardiologists were present to 
answer questions on specific subjects that were changed every 
half hour. Two special exhibits, one on fractures and one on 
fresh pathology, were very popular, as they have been at these 
meetings for many years. At the former the demonstrators 
showed how to reduce various kinds of fractures and how to 
apply casts. At the latter exhibit were fresh organs and other 
pathological specimens that had been removed at operations a 
few hours previously. The various lesions in these specimens 
were demonstrated by the attending pathologists, of whom there 
were 33 from distant cities and a larger number from San 
Francisco and nearby communities. 

Another new feature was a quiz corner sponsored by the 
editorial boards of the special journals published by the Ameri- 
can Medical Association. This served as a consultation center 
where members of these editorial boards representing various 
specialties answered questions from physicians and advised them 
with regard to the publication of material that they might have 
available. 

Medical writing by the general practitioner was the subject 
of an exhibit by I. Phillips Frohman of Washington, D. C. 
Here it was pointed out that 85% of sick persons are seen by 
the general practitioner but that 95% of medical writing is 
done by the nongeneral practitioners. A collection of reprints 
of articles published by general practitioners in various journals 
was presented. 

The military services had eight exhibits on such subjects as 
skin grafting, wound ballistics, body armor, and arteriography. 
The exhibit of the Naval medical service with the first Marine 
division in Korea was particularly attractive. The U. S. Public 
Health Service presented a most instructive and popular demon- 
stration of the breath sounds heard through the stethoscope in 
various chest diseases. About a dozen stethoscopes were con- 
nected to a recording of the breath sounds, and the listeners 
faced a panel that showed the x-ray picture of the disease while 
they listened. At the same time a voice on the recording dis- 
cussed what was being heard in the stethoscopes. A similar 
demonstration of the sounds of the normal and abnormal heart 
was presented by the Public Health Service in a different booth. 

A paper presented at the General Scientific Meeting on 
Monday morning on a statistical study of the smoking habits 
of 187,766 men between the ages of 50 and 70 had a companion 
presentation in the Scientific Exhibit. This two and a half year 
study was made by Drs. E. Cuyler Hammond and Daniel Horn, 
director and assistant director, respectively, of the American 
Cancer Society, who declared that their data prove a definite 
association between smoking habits and death rates in at least 
the age groups studied, particularly the death rates from lung 
cancer and coronary heart disease. 

A brief summary such as this cannot do justice to a great 
exhibit of modern medical advancements displayed on most of 
two floors in a large auditorium. The best way to profit from 
this display is to see and study these productions. To conclude 
this section of the summary, mention might be made of one of 
the most beautiful, interesting, and humorous exhibits. This is 
a special exhibit owned by the Philadelphia Museum of Art 
through a grant from the Smith, Kline and French Laboratories. 
These 85 prints by such masters as Rembrandt, Vesalius, 
Daumier, Goya, and others are portrayals and caricatures of 
medical procedures of the past, some as far back as around 
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1500 A. D. The collection includes Bellinini’s “Visit to the 
Plague Patient,” Bosse’s engraving of “The Confinement,” 
Winslow Homer’s Civil War portrayal of the “Surgeon at Work 
During an Engagement,” and Rembrandt's “Portrait of Dr. 
Ephraim Bonus,” and many others. Last winter this collection 
was exhibited at various medical schools and hospitals through- 
out the United States. 


THE TECHNICAL EXHIBITS 

At the Technical Exhibits the doctors saw the products of 
over 300 firms that help to devise and manufacture the thou- 
sands of items of medical equipment, foods, drugs, and books 
that they use in practicing their profession. Even the great 
Civic Auditorium did not provide sufficient space to display 
this material, and a huge and well-erected tent was put up 
facing the entrance to the auditorium to accommodate the 
overflow from the auditorium. Here a doctor could find in a 
comparatively small space practically everything that he needs 
to work with and prescribe. Here also were hundreds of alert 
and courteous attendants to demonstrate and explain every 
product and to take the orders of those who desired to purchase. 
The immensity of the business of providing the medical pro- 
fession with its tools, books, drugs, diets, and all kinds of acces- 
sories created a deep impression of the ever-increasing com- 
plexity of medical practice. In the Scientific Exhibit the crowd 
was studious, serious, and rather quiet, but in the Technical 
Exhibit it was gay, laughing, and companionable. Contributing 
to the happy mood of many tired souls no doubt were the 
delectable bits of food and soft drinks that were so freely given 
out. Truly this industry, these hundred of firms, are indis- 
pensable and of the greatest help in many ways to the practice 
of medicine today. 

GENERAL SCIENTIFIC MEETINGS 

The General Scientific Meetings were held on Monday morn- 
ing and afternoon and on Tuesday morning in the High School 
of Commerce Auditorium, which was about three blocks from 
the Civic Auditorium. The meeting place was filled as early as 
9 a. m., and all of the addresses were of a high caliber. The 
subjects were carcinoma of the breast, carcinoma of the colon, 
critical reevaluation of chemotherapy in surgery, relationship 
between human smoking habits and death rates, cardiology for 
the general practitioner, case findings from routine chest roent- 
genograms, corticotropin, cortisone, and the concept of potas- 
sium deficiency, whether anesthesia will be replaced by analgesia, 
clinical course of disseminated lupus, and surgical treatment 
of aneurysms and thrombo-obliterative disease of the aorta. 


THE SECTION MEETINGS 

The 21 scientific sections each held separate meetings, and at 
times some of them came together for joint meetings. Some of 
these meeting places were rather far apart, requiring consider- 
able walking to go from one to another, and yet the distances 
seemed too short to require a taxicab. The locations used by 
most sections were the Masonic Temple, the High School of 
Commerce Auditorium, California Hall, Veterans Building, and 
the Fairmont Hotel, the last site being a long distance from the 
Civic Auditorium. However, only the section on ophthalmology 
met at that far away but delightful location. While the size of 
the meeting places varied, all were very well attended, and in 
several the crowd exceeded the capacity of the room. 

About 300 papers were presented on all aspects of medical 
practice. Legal medicine was one of the newer additions to the 
program, and it was pleasing to note the interest and the large 
size of the attendance here. As previously noted, many of the 
papers will be published in THE JOURNAL during the next several 
months and brief mention can be made of only a few of them 
here. 

In their paper read before the Section on Military Medicine, 
Byrnes, Brown, Rose, and Cibis stated that 35% of the energy 
from an atomic explosion reaches the eye in the first one- 
thousandth of a second and that blinking or turning away 
would be too slow to prevent damage to the eye. An unprotected 
eye could be injured on a clear night as far away as 40 miles 
from an atomic explosion equivalent to 20,000 tons of TNT. 
Any preventive measure therefore must be operating before 
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the explosion. These authors were from the school of aviation 
medicine at Randolph Field, Texas. 

Brownell and Sweet of Boston reported before the Section 
on Nervous and Mental diseases a “harmless, painless, and 
simple” technique for locating brain tumors and their size 
through electronic scanning of the head whereby electrical 
impulses from radioactive material in the brain produce stamped 
marks on a paper drawing of the head. This new method, they 
said, has proved sufficiently sensitive to yield clear-cut, positive 
results, when the two other usual methods of detection by radi- 
ography fail in certain cases. 

Sklaroff, Cohn, Orloff, and Gershon-Cohen of Philadelphia 
reported before the Section on Surgery a quick, practical method 
of diagnosing “left-over” gallstones by x-ray, eliminating the 
former surgical method. They inject intravenously a new sub- 
stance (trade name, Cholografin), after which a roentgenogram 
of the bile ducts can be taken in about 10 minutes. 

Before the Section on General Practice, Master, Jaffe, Teich, 
and Brinberg presented a follow-up on 500 patients who had 
suffered coronary occlusion. They claim there is no justification 
for the pessimism and psychological invalidism that has pre- 
vailed until now in coronary occlusion cases and that these 
persons live much longer than is generally believed. 

Monto, Rebuck, and Howel of Detroit reported on their suc- 
cessful treatment in 25 newly diagnosed cases of pernicious 
anemia with nasal applications of vitamin By. In one patient, 
they said, a single application of 150 mcg. of B.2 crystals caused 
a remission of the disease for three months. This method obvi- 
ates the need for injections, reduces the expense of treatment, 
and is more convenient. This paper was presented before the 
Section on Internal Medicine. 

At a joint session of the Section on Internal Medicine and the 
Section on Experimental Medicine and Therapeutics, Dr. 
W. McD. Hammon of Pittsburgh said that the observed results 
of the general use of gamma globulin without controls in 1953 
for the prevention of poliomyelitis, although suggestive of posi- 
tive protection in many ways, were inconclusive and certain to 
lead to inconclusive results. He said also that until a suitable 
field test is made to determine a positive protection for polio- 
myelitis, opinions rather than facts will be used to determine 
administrative policies. 


PREMIERE SHOWING OF FILMS 


At the Palace Hotel on Wednesday evening there was a 
premiére showing of three medical films that attracted an 
audience of 800 persons. While this was another new program 
for the Annual Meeting, much interest was apparent and many 
persons were heard to express their desire that a repeat perform- 
ance be made available. 


GENERAL ATTENDANCE 
At 5 p. m. on Thursday with a half-day still to go on Friday, 
the physicians registration totaled 11,700, while the grand total 
for all registrants, including guests, nurses, interns, residents, 
technicians, and medical students, was 34,224. The 1954 San 
Francisco meeting was therefore the largest of the eight annual 
meetings that have been held in that city. 


ACTIONS OF HOUSE OF DELEGATES 


An abstract of the proceedings of the House of Delegates 
begins in this issue of THE JOURNAL. In due time all of the pro- 
ceedings will appear in a booklet, which will be available from 
the office of the Secretary of the Association, Dr. George F. 
Lull. In the meantime the following brief summary is offered for 
those who are interested in an earlier presentation of at least 
the highlights of the organizational side of the activities at the 
San Francisco meeting. 

In an earlier issue of THE JOURNAL were brief statements 
on the President-Elect. Dr. Elmer Hess of Erie, Pa., and the 
recipient of the Distinguished Service award, Dr. William Wayne 
Babcock of Philadelphia. Also in an earlier issue is the presi- 
dential address of Dr. Walter B. Martin, Norfolk, Va. The 
remarks of Dr. Edward J. McCormick, immediate past presi- 
dent, to the House of Delegates appear with the abstracted 
proceedings of the House in this issue. 

Almost 90 resolutions were placed before the House for con- 
sideration. All were referred to reference committees for study 
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and hearings and then were reported back to the House with 
recommendations for action. Among the more important topics 
were fee splitting, osteopathy, closed panel medical care plans, 
medical care for veterans, the graduates of foreign medical 
schools, the seal of acceptance program for insurance plans, 
and the registration of hospitals. 

Fee Splitting—The House adopted a supplementary report 
of the Reference Committee on Miscellaneous Business that 
recommended acceptance of a Judicial Council report on the 
subject of billing and made the additional recommendation that 
“the House of Delegates resolve that it firmly opposes fee 
splitting, rebating or payment of commissions in any guise 
whatsoever, and that it further opposes any mechanism that 
encourages this practice.” 

The Judicial Council report included the following statements: 


“The Judicial Council is of the opinion that the only new 
facet concerning this subject that has come up recently is the 
case of joint billing to some of the nonprofit insurance com- 
panies. In many cases these insurance companies insist on a 
joint or combined bill, but the bill is being paid in most 
instances by two checks. This is not considered unethical and 
all insurance plans which do not pay the individual physician 
in this manner should be urged to do so. 

“The Judicial Council is-still of the opinion that when two 
or more physicians actually and in person render service to 
one patient they should render separate bills. 

“There are cases, however, where the patient may make a 
specific request to one of the physicians attending him that 
one bill be rendered for the entire services. Should this occur 
it is considered to be ethical if the physician from whom the 
bill is requested renders an itemized bill setting forth the serv- 
ices rendered by each physician and the fees charged. The 
amount of the fee charged should be paid directly to the indi- 
vidual physicians who rendered the services in question. 

“Under no circumstances shall it be considered ethical for 
the physician to submit joint bills unless the patient specifically 
requests it and unless the services were actually rendered by the 
physicians as set out in the bill.” 

Osteopathy and Medicine.—Four resolutions dealing with 
osteopathy were considered. The House accepted a recom- 
mendation by the Reference Committee on Medical Education 
and Hospitals and adopted a supplementary report of the 
Board of Trustees on a report of the Committee for the Study 
of Relations Between Osteopathy and Medicine: 

“The justification or lack of justification of the ‘cultist’ appel- 
lation of modern osteopathic education could be settled with 
finality and to the satisfaction of most fair-minded individuals 
by direct on-campus observation and study of osteopathic 
schools. The Committee, therefore, proposed to the Conference 
Committee of the American Osteopathic Association, that it 
obtain permission for the Committee for the Study of Relations 
between Osteopathy and Medicine to visit schools of osteopathy 
for this purpose. 

“The Conference Committee favorably recommended this pro- 
posal to the board of trustees of the American Osteopathic 
Association which considered it at a special meeting on Feb. 6-7, 
1954. It has referred the question to its house of delegates 
which will act upon the proposal in July, 1954. If the action of 
the house of delegates of the American Osteopathic Association 
be favorable, the on-campus observations can be carried out 
in the fall of this year. 

“The Committee therefore recommends: 

“1. That no action be taken on the report at this time and 
that final action be deferred until December, 1954. 

“2. That the Committee be continued until December, 1954, 
in order to be available to evaluate education in schools of 
osteopathy should the house of delegates of the American 
Osteopathic Association act favorably upon the recommendation 
of its Conference Committee.” 

Closed Panel Plans.—A resolution from New York proposing 
several changes in the Principles of Medical Ethics relative to 
participation in closed panel medical care plans was considered 
by the Reference Committee on Miscellaneous Business. The 
committee made the following recommendation, which was 
adopted by the House: 
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“In the discussion before your reference committee on this 
resolution, it became apparent to the committee that clarification 
and interpretation of the Principles of Medical Ethics in rela- 
tion to prepaid medical care plans are desirable. As set forth 
in the bylaws, the Judicial Council has jurisdiction on all 
questions of medical ethics. 

“Therefore, your reference committee recommends that the 
House of Delegates request the Judicial Council to . . . investi- 
gate the relations of physicians to prepaid medical care plans 
and render such interpretations of the Principles of Medical 
Ethics as the Council deems necessary, and report to the House 
of Delegates not later than the next annual meeting of the 
Association. 

“The committee further recommends that the New York 
resolution be referred to the Judicial Council for consideration 
in connection with this investigation.” 

Veterans’ Medical Care.—Accepting a report by the Refer- 
ence Committee on Legislation and Public Relations, the House 
adopted two resolutions condemning the present practice of 
establishing service-connection for veterans’ disabilities by legis- 
lative fiat. In recommending passage of both resolutions, the 
committee said: 

“The study of the chronological expansion by law and regu- 
lation, together with evidence presented of pending legislation 
now before a Congressional Committee, emphasize all too 
clearly the imperative need of decisive action on the part of the 
American Medical Association. 

“It is the opinion of the Committee that the time is at hand 
when the American Medical Association and its component 
societies should go all out in preventing this unscientific method 
of determination of service-connected disabilities, and that we 
respectfully request that copies of these resolutions be trans- 
mitted to the Congress of the United States and other appro- 
priate federal agencies.” 

In connection with veterans’ medical care, the House also 
adopted recommendations by the Reference Committee on In- 
surance and Medical Service that reaffirmed the policy on non- 
service-connected disabilities, established at the 1953 Annual 
Meeting. 

Foreign Medical Graduates—Three resolutions and a Board 
of Trustees supplementary report were submitted to the House 
regarding the evaluation of foreign medical school graduates, 
a subject that attracted major interest earlier this year at the 
annual Congress on Medical Education and Licensure in 
Chicago. The Reference Committee on Medical Education and 
Hospitals spent much of its time listening to the ideas and 
proposals of various state medical societies, state licensing 
boards, members of the Council on Medical Education and 
Hospitals, and others. The reference committee recommended 
that “the intent and aims of this Supplementary Report and 
the three resolutions can best be met by referring the entire 
problem to the Council on Medical Education and Hospitals 
for further study. It is recommended that the Council report 
at the Interim Session in 1954 regarding the progress relative 
to this study.” The House adopted the reference committee’s 
recommendations. 

Seal of Acceptance.-—The Council on Medical Service pre- 
sented a supplementary report outlining the difficulties en- 
countered in conducting the Seal of Acceptance program and 
recommending discontinuance of the Seal of Acceptance for 
voluntary health insurance plans. The report said that the 
standards and principles of the program will be maintained as 
guides and recommendations for all groups operating or estab- 
lishing plans. The House, on recommendation of the Reference 
Committee on Insurance and Medical Service, adopted the 
Council report, thus terminating the Seal of Acceptance program 
for voluntary health insurance plans. 


REGISTRATION OF HOSPITALS 
The House also approved a Board of Trustees report calling 
for discontinuation of the registration of hospitals by the Coun- 
cil on Medical Education and Hospitals and suggesting that the 
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Joint Commission on the Accreditation of Hospitals be requested 
to undertake the registration of hospitals in addition to its pres- 
ent accreditation activities. 

Election of Officers —Dr. Clark Bailey of Harlan, Ky., was 
named vice president; Dr. David B. Allman of Atlantic City, 
N. J., and Dr. F. J. L. Blasingame of Wharton, Texas, were 
elected to succeed themselves on the Board of Trustees; also 
reelected were Dr. George F. Lull of Chicago, Secretary; Dr. 
J. J. Moore of Chicago, Treasurer; Dr. James R. Reuling of 
Bayside, N. Y., Speaker of the House of Delegates; and Dr. 
Vincent Askey of Los Angeles, Vice Speaker. 

Dr. J. Morrison Hutcheson of Richmond, Va., was named 
as a member of the Judicial Council to succeed Dr. Edward 
R. Cunniffe of New York, who served as Council chairman for 
many years. Dr. Homer Pearson of Miami, Fla., was elected 
chairman. 

Dr. W. Andrew Bunten of Cheyenne, Wyo., was elected a 
new member of the Council on Medical Education and Hos- 
pitals, succeeding Dr. W. L. Pressly of Due West, S. C. Dr. 
Charles T. Stone, Sr., of Galveston, Texas, was reelected to the 
same Council. Both terms run to 1959. 

Dr. Floyd S. Winslow of Rochester, N. Y., was reelected to 
the Council on Constitution and Bylaws for a term ending in 
1959. 

Dr. Joseph D. McCarthy of Omaha, Neb., was reelected to 
the Council on Medical Service for another term running to 
1959. To fill the vacancy created on the same Council by Dr. 
Hess’ resignation following his election as president-elect, Dr. 
Robert L. Novy of Detroit, Mich., was selected. 

Miscellaneous Actions.—In addition, the House of Delegates 
voted to continue the holding of the annual clinical meetings; 
approved the establishment of a program of medical military 
scholarships with appropriate safeguards limiting the number 
of students involved; approved the extension, on a voluntary 
basis, of the Medical Education for National Defense program 
that currently is in operation in five medical schools as a pilot 
study; and authorized the Council on Scientific Assembly to con- 
duct a thorough study of the use of tape recordings of the ma- 
terial presented at meetings of the Council and asked for a 
report at the December meeting. 

Dr. McCormick in his address to the House of Delegates 
proposed that the medical profession adopt average fee sched- 
ules on an area or regional basis. The Reference Committee on 
Reports of Officers later suggested that the Board of Trustees 
make a study of such programs where they already are in opera- 
tion, and the House approved. 

Two special citations were presented at the San Francisco 
meeting. During the presidental inauguration ¢eremony Dr. 
McCormick presented an award to a fellow Toledoan, Dr. 
Nicholas P. Dallis, for his outstanding health educational service 
as the writing member of the team that produces the illustrated 
feature “Rex Morgan, M.D.” At the closing House session on 
Thursday, Dr. Martin presented a special citation to Smith, Kline 
& French Laboratories of Philadelphia for “pioneering use of 
television in bettering the health of the nation.” The plaque 
was accepted for the company by Mr. Francis Boyer, president. 

The closing session also brought the announcement that the 
California Medical Association had presented a check for 
$100,000 to the American Medical Education Foundation. 

The House of Delegates also chose New York City as the 
place for the 1957 Annual Meeting, San Francisco for 1958, 
and Atlantic City for 1959. Previously selected were Atlantic 
City for 1955 and Chicago for 1956. The dates of next year’s 
meeting in Atlantic City are June 6-10. 

Other Activities—At all annual meetings of the American 
Medical Association many social activities are obvious. Fra- 
ternities and groups of alumni are especially noticeable and do 
much to form closer bonds between physicians. However, not 
all of the collateral activities are just fun. Some rest on a very 
serious foundation and provide the basis of much serious dis- 
cussion. For example, the 10th Annual Conference of Presi- 
dents and Other Officers of State Medical Associations provided 
addresses on such widely divergent topics as “Sphere of Medi- 
cine” by Percy E. Hopkins, president-elect of the conference, 
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and “Are Public Relations Programs Worth What They Cost?” 
Of special interest was a panel discussion on “Doctors and the 
Press.” 

Another meeting of much interest was a medical civil defense 
conference sponsored by the Council on National Defense 
(formerly Council on National Emergency Medical Service) of 
the American Medical Association. This provided a timely and 
well-received group of papers on this subject. 

As the American Medical Association was in session the 
Woman’s Auxiliary was holding its own meeting, and much 
activity was seen and sensed at its sessions. Mrs. Mason G. Law- 
son, Arkansas, was named president-elect of the Woman’s Auxili- 
ary at the concluding session of the group’s annual meeting. 
Other officers elected were Mrs. Robert Flanders, New Hamp- 
shire, first vice president; Mrs. Harlan English, Illinois, second 
vice president; Mrs. A. M. Okelberry, Utah, third vice presi- 
dent; Mrs. Clark Bailey, Kentucky, fourth vice president; and 
Mrs. Thomas d’Angelo, New York, fifth vice president. Mrs. 
Carl Burkland, California, was named new constitutional secre- 
tary, and Mrs. George Garrison, Oklahoma, was elected treas- 
urer. Appointed to the Board of Directors were Mrs. Harold 
Johnson, New York; Mrs. Alfred Burnside, South Carolina; 
and Mrs. Henry Garnjobst, Oregon. Mrs. Leo J. Schaefer also 
becomes a member of the board. Three other women are serving 
the second year of their term on the board: Mrs. Truman 
Caylor, Indiana; Mrs. Paul Craig, Pennsylvania; and Mrs. Ray- 
mond T. Wayland, California. 

It is impossible to describe all of the events at an A. M. A. 
Annual Meeting. Only a few of the highlights have appeared 
in this brief report. However, a few other items are especially 
deserving of mention. They include the remarkable exhibit dis- 
play of talent by physician artists who are members of the 
American Physicians Art Association; the presentation of checks 
for $100,000 by the California Medical Association and for 
almost $8,000 by the Woman’s Auxiliary to the American Medi- 
cal Education Foundation; and the presentation of the Passano 
Foundation Award to Dr. Homer W. Smith. 


STATEMENT BY DR. GEORGE F, LULL 
ON H. R. 9366 
June 4, 1954 
Honorable Eugene D. Millikin 
Chairman, Finance Committee 
United States Senate 
Washington, D. C. 
Dear Senator Millikin: 

I would like to take this opportunity, on behalf of the Ameri- 
can Medical Association, to submit for your consideration our 
views concerning H. R. 9366, 83rd Congress, which is currently 
being studied by your Committee. 

The American Medical Association took a position on only 
two aspects of the original version of this bill (H. R. 7199, 83rd 
Congress) while it was pending before the Ways and Means 
Committee of the House of Representatives. Those two objec- 
tionable aspects were: (1) the suggested compulsory coverage 
of physicians under Title II of the Social Security Act, as 
amended, and (2) the so-called “waiver of premiums” provision 
applicable to potential beneficiaries under Title II of the Act, 
who have become permanently and totally disabled. 

The Association is gratified at the action of the Ways and 
Means Committee and the House of Representatives in eliminat- 
ing from the bill the provision relating to compulsory coverage 
of physicians. However, the bill now pending before your Com- 
mittee stili includes the other aspects of the original bill to 
which the Association objected and now objects, i. e., the so- 
called “waiver of premium” provision. It is to this latter pro- 
vision that our remarks at this time are primarily addressed. 

Our objections to this proposal stem, in part, from the reali- 
zation that the adoption of such a provision would provide the 
mechanism for a federal cash permanent and total disability 
program and in turn for a full-fledged system of compulsory 
sickness insurance. This provision cannot be appraised solely 
as an isolated, detached effort to provide some measure of aid 
to the disabled worker. We believe that this and every other 
step in the direction of a compulsory sickness insurance system 
must be opposed. 
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The immediate consequences of the provision are almost 
equally disturbing. Not only would the medical determination 
required in each case be expensive and difficult to administer, 
but they would place an additional unnecessary burden of work 
and regimentation upon the medical profession. In addition, 
such a determination of “inability to engage in any substantia] 
gainful activity by reason of—physical or mental impairment.” 
as a prerequisite to “waiver of premiums” could well militate 
against the rehabilitation of the individual wage earners involved. 

These consequences must be measured against the prospective 
limited advantages of and need for the proposal. We do not 
consider that the oft-repeated argument advanced in favor of 
this type of provision has merit. That argument is that since 
many insurance policies include such a waiver of premiums dur- 
ing periods of disability, it should therefore be made available 
under the Social Security System. The short answer to this argu- 
ment is that the Social Security System is a social welfare pro- 
gram and not a true insurance system. The individual’s OASI 
protection is determined very largely by an arbitrary formula 
and is only incidentally related to his OASI taxes. 

It is true that under the present system a man who is per- 
manently or totally disabled or who goes from covered to non- 
covered employment during his lifetime is penalized. This is 
due to the fact that the years following the entrance of a wage 
earner into the Social Security System are counted as “elapsed 
years” and are used in determining his average monthly wage, 
which is the key in figuring the basic Old Age and Survivors 
Insurance benefit. It is our recommendation that in lieu of the 
“waiver of premiums” approach the Committee give considera- 
tion to the more liberal formulas of most modern systems for 
computing benefits, such as those followed by most corporate 
pension plans and indeed by the government itself in the case 
of the Civil Service Retirement System. These systems involve 
the use of the five or ten best years during a man’s working 
lifetime in computing retirement benefits with an allowance in 
the form of increment years for each year of gainful employ- 
ment. This latter provision compensate a wage earner who has 
had a long period of covered employment and consequently 
has made larger contributions into the pension fund. If such a 
method were adopted, it would be unnecessary to consider gaps 
in a man’s wage record, regardless of whether they were due to 
permanent or total disability, non-covered employment or any 
other cause. 

For the foregoing reasons, the American Medical Associ- 
ation urges that the “waiver of premium” provision be stricken 
from the bill. 

Sincerely yours, 

GeorGE F. Lut, M.D. 
Secretary and General Manager. 


CROSS TRANSFUSION ON TELEVISION 

A “controlled cross transfusion” between a young girl and 
her father was shown on the “March of Medicine” telecast 
at 10 p. m. (EDT) Thursday, June 24. The presentation from 
the 103rd Annual Meeting of the American Medical Associ- 
ation was viewed by some 14 million persons over 71 stations 
of the NBC television network. Scenes from the operation on 
the child’s heart showed the father’s circulatory system linked 
to that of his daughter during the surgical procedure. It was 
described by Dr. Clarence W. Lillehei and Dr. Richard L. 
Varco, senior surgeon, and their associates from the University 
of Minnesota, who have performed the technique on several 
patients with good results. This program in the “March of 
Medicine” series, sponsored by Smith, Kline and French Labo- 
ratories in cooperation with the American Medical Association, 
also featured up-to-the-minute reports from scientific sessions 
of the meeting and focused on scientific exhibits. 


STUDENT A. M. A. MOVES 

The office of the Student American Medical Association has 
been moved to room 724, Boyce Building, 510 North Dearborn 
Street, Chicago 10, Ill, telephone DElaware 7-2544, The 
S. A. M. A. formerly was in the A. M. A. Headquarters Building 
at 535 N. Dearborn, Chicago 10. 
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The actions of the House of Delegates at the San Francisco 
Meeting are herewith abstracted so that the readers may have 
this information in digest form. The official proceedings will 
be made available, as in the past, in a booklet, which will be 
sent to all members of the House of Delegates and officers of 
the American Medical Association by the Secretary. This book- 
let will not be available for several weeks.—ED. 


Preliminary Report of Reference Committee on Credentials 

Dr. Walter E. Vest, Chairman, reported that 152 delegates 
had registered, and the Speaker announced that a quorum was 
present. 

Invocation 

Rev. Willis Long, Minister of Calvary Presbyterian Church 
of San Francisco, pronounced the following invocation: 

Almighty God, our Heavenly Father, mindful of Thy great 
and continued goodness to us as individuals and to us as a 
people, we pause in the opening moments of this convention to 
give to Thee sincere expressions of praise and thanksgiving. No 
people has ever been more favorably blessed than we have. Thou 
hast dealt with no other nation as Thou hast with us. For all 
our blessings, we humbly acknowledge our deep indebtedness 
to Thee. Today we give particular thanks for the great and 
many benefactions of modern medicine. In all this we recognize 
an inevitable responsibility. We believe the declaration of Jesus, 
that to whom much has been given, of him shall much be re- 
quired. May Thy spirit quicken our consciences to insist that 
we faithfully fulfill this sacred trust. We confess our sins and 
our failures before Thee. Grant us assurance of Thy pardoning 
grace as we seek anew to know and to do Thy holy will. May 
humility and wisdom be given to those who will guide the 
affairs of this great convention, and may the knowledge and 
power of the American Medical Association serve well the 
peoples of both America and of the whole world. Through 
Him and in His name who loved us and gave Himself for us, 
we Offer our humble petition. Amen. 


Correction and Adoption of Minutes of St. Louis 
Clinical Meeting 

At the suggestion of the Speaker, the minutes of the clinical 
meeting held in St. Louis, Dec. 1 to 4, 1953, were corrected by 
changing the word “reconsidered,” in the last sentence of para- 
graph A(5) of the report of the Reference Committee on Amend- 
ments to the Constitution and Bylaws, to “rescinded,” and the 
minutes were adopted as corrected. 


Report of Reference Committee on Rules and 
Order of Business 


Dr. Herbert B. Wright, Chairman, presented the following 
report, which was adopted: 

Your reference committee recommends that the Order of 
Business as printed in the Handbook be modified to conform to 
the mimeographed Order of Business distributed to each dele- 
gate on registering, and that the Speaker be given permission 
to make any necessary adjustments. It further recommends that 
the Speaker, or, at his request, the President of the Association 
or the Chairman of the Board of Trustees be granted permission 
to introduce to the House distinguished guests and other per- 
sons who may give the members of the House timely or per- 
tinent information, and, also, that the Speaker recess the House 
for lunch at a time to be determined by him. 


Address of the Speaker, Dr. James R. Reuling 


The Speaker presented the following address, which was re- 
ferred to the Reference Committee on Reports of Officers: 

The Bylaws, Chapter XV, Section 4, provide that the Speaker 
“,.. May address the House of Delegates at the opening meet- 
ing of all sessions, limiting his address to matters of conduct 
and procedure in the House. . . .” On previous occasions when 
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addressing the House, there have been matters of procedure 
which have been recommended and which have been adopted. 
There have also been questions of parliamentary propriety to 
which the attention of the House has been directed, and, at 
times, new methods have been instituted for the sole purpose 
of making our deliberations function more smoothly. At this 
session, although your Speaker has not run out of ideas, no 
innovations are proposed and there are no procedural matters 
or parliamentary questions to be brought to your attention. How- 
ever, at the risk of repetition and particularly to call the atten- 
tion of new members to the rules of this House, the following 
are emphasized: 

1. At the beginning of each day’s meeting, fill out the daily 
attendance slip before taking your seat in the House. 

2. Your attention is directed that the House has incorporated 
as a standing rule that all resolutions shall be in the hands of 
the Secretary or Speaker 48 hours prior to the session. It is 
only a pious hope that this has now been accomplished. When 
your resolution is turned over to the stenographer for multi- 
graphing it will be numbered serially. In that way you will 
know which delegates are prompt and pay attention to your 
rules, and conversely you will find out who the dilatory ones 
are who hold up your work. 

3. Introduction of Resolutions——When resolutions are being 
introduced under new business, they will be received in the 
order in which they are numbered. It is the desire of the Speaker 
that the chairs on the subpodium be kept filled in order that 
introductions may be expedited by following this procedure: 
First, give your name; Second, the constituency which you rep- 
resent; Third, whether the resolution is that of your constitu- 
ency or whether you are introducing it as an individual; Fourth, 
give the number which has been assigned to your resolution; 
Fifth, read the title of the resolution; and Sixth, read only the 
“Resolved” portion of the resolution. The “whereas” paragraphs 
are only arguments in support of the resolution and should be 
argued before the reference committee. If needed for clarifica- 
tion, the chairman of the reference committee will read all 
“whereases” when he is reporting the findings and recommen- 
dations of his committee. 


REFERENCE COMMITTEES 

The chairman of a reference committee will first organize 
his committee and determine in what order it will hear referred 
matters. He will then write this information on the blackboard, 
and when hearings have been completed on that subject a line 
will be drawn through that item (it is not to be erased). The 
purpose of this procedure is to let all delegates know when sub- 
jects that they may be interested in will be reached. 

Committee meetings will be held at the time and in the room 
assigned. If any deviation is made, a notice will be left in the 
assigned room advising where the chairman may be reached or, 
if the meeting is transferred to another room or adjourned to 
another time, the notice will give all necessary information and 
the Secretary or Assistant Secretary and the Speaker or Vice 
Speaker notified of the change. 

The committee will hear any member of the Association who 
wishes to appear before it whether he is a delegate or not. The 
committee may hear individuals who are not members of the 
Association. The committee may, at the chairman's discretion, 
go into executive session for the purpose of hearing any in- 
dividual or group of individuals: Members of the headquarters 
staff and Councils should be utilized to the fullest extent for 
information. This may relate to actions of previous Houses that 
have considered similar matters or any other pertinent material. 
General officers and members of the Board of Trustees should 
be requested to appear before your committee when necessary. 
Since they have many commitments, their appearance should 
be by appointment if possible. 
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If any matters are referred to a committee which, in your 
opinion, do not properly belong in the committee for considera- 
tion, do not make any re-referrals yourself; advise the Speaker 
or the Vice Speaker, who will make decisions as to re-referrals. 
This must be done in order that all records are kept in proper 
order. 


Preparation of Reference Committee Reports—The reports 
of reference committees should be prepared without the pres- 
ence of strongly partisan individuals and preferably in execu- 
tive session. Four copies of the reference committee reports 
must be presented to the Secretary. It is desirable that all mem- 
bers of the committee sign the original and first copy of the 
report, but in no event can a report be accepted without a 
majority signing. 

If a reference committee cannot reach a unanimous opinion, 
a minority report should be submitted. The individual or in- 
dividuals making a minority report should refrain from sign- 
ing a majority report. 

IN GENERAL 


When you wish to have the floor for any purpose use a micro- 
phone, and when you have been recognized by the Speaker, 
first give your name and the association which you represent 
in order that the stenotypist can keep our records accurate. 
Please put your badges on your right lapel. 

The reference committees have been published in THE Jour- 
NAL of the American Medical Association and are as printed 
in the Handbook. The only changes are: Dr. Charles L. Farrell, 
Rhode Island, replaces Dr. Warde B. Allan, Maryland, as 
Chairman of the Reference Committee on Hygiene, Public 
Health, and Industrial Health; Dr. J. Wallace Hurff, New Jer- 
sey, replaces Dr. Elmer P. Weigel, New Jersey, as a member 
of the Reference Committee on Legislation and Public Rela- 
tions; Dr. William A. Hyland, Michigan, replaces Dr. Wyman 
D. Barrett, Michigan, as a member of the Reference Committee 
on Miscellaneous Business; and Dr. H. B. Gardner, Pennsyl- 
vania, replaces Dr. J. J. H. Keating, New York, as a member 
of the Reference Committee on Medical Education and Hos- 
pitals. Drs. Allan, Weigel, Barrett and Gardner will not be in 
attendance at this meeting. 


MEMBERS OF HOUSE OF DELEGATES AND/OR OFFICERS OF 
THE AMERICAN MEDICAL ASSOCIATION NOTICE OF 
WHOSE DEATH HAS BEEN RECEIVED SINCE 
THE 1953 ANNUAL MEETING 


(The dates following the names indicate years of service in the House or 

as Officers of the Association) 

John W. Barksdale, Mississippi, 1922. 

L. F. Barney, Kansas, 1928; 1930; 1932. 

Arthur E, Benjamin, Minneapolis, Section on Gynecology, 1911. 

Virgil Berry, Oklahoma, 1908. 

John M. Birnie, Massachusetts, 1927; 1933; 1935-1942. 

Charles E. Boys, Michigan, 1913; 1929. 

Edward H. Cary, Texas, 1906; 1909-1910; 1915-1916; 1918-1923; 1925; 
1934-1951; Trustee, 1925-1929; President-Elect, 1931-1932; President, 
1932-1933. 

James A. C. Clarkson, Pennsylvania, 1928. 

George M. Crabb, Montana, 1919. 

Jere L. Crook, Tennessee, 1912; 1915-1916; 1923-1924. 

Peter H. Dale, Pennsylvania, 1946. 

aera Delehanty, Denver, Section on Nervous and Mental Diseases, 

Howard R. Dudgeon, Texas, 1939-1941; 1943; 1945-1949. 

Reginald Fitz, Massachusetts, 1935-1936; 1939; Member, Council on Medi- 
cal Education and Hospitals, 1928-1949. 

Otto P. Geier, Cincinnati, Section on Preventive Medicine and Public 
Health, 1918. 

Herbert B. Gibby, Pennsylvania, 1914-1921; 1934-1935; 1938-1939. 

Marvin L. Graves, Texas, 1914-1919. 

Harry C. Guess, New York, 1941-1942. 

Joseph H. Howard, Connecticut, 1946-1953. 

Francis J. Halford, Hawaii, 1946; 1948. 

Samuel C. Harvey, Connecticut, 1934-1935. 

James A. Hayne, Columbia, S. C., Section on Preventive Medicine and 
Public Health, 1921. 

Elmer L. Henderson, Kentucky, 1937-1939; Trustee, 1939-1949; Chairman, 
Board of Trustees, 1947-1949; President-Elect, 1949-1950; President, 
1950-1951. 

Joel C. Hultkrans, Minnesota, 1948. 

Charles J. Kickham, Massachusetts, 1945-1951. 

Leonce J. Kosminsky, Arkansas, 1934-1935; 1946-1948. 

George H. Kress, California, 1912-1913; 1918; 1942; Fourth Vice President, 
1919-1920. 

Frank H. Lahey, Boston, Member, Council on Scientific Assembly, 1927- 
1937; Member, Council on Medical Education and Hospitals, 1938-1940; 
President-E!ect, 1940-1941; President, 1941-1942. 
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Joseph F. Londrigan, New Jersey, 1948-1953. 

John B. Lowman, Pennsylvania, 1910-1912. 

James S. McLester, Birmingham, Ala., Section on Practice of Medicine 
1921; 1929-1933; President-Elect, 1934-1935; President, 1935-1936. : 

Henry E. Odell, U. S. Navy, 1918. 

M. Lee Perry, Kansas, 1924. 

Darwin B. Pond, Illinois, 1945, 

Fred Wharton Rankin, Lexington, Ky., Section on Surgery, General and 
Abdominal, 1935-1940; U. S. Army, 1945; President-Elect, 1941-1942. 
President, 1942-1943. 

Horace Reed, Oklahoma, 1929-1937. 

William H. Robey, Massachusetts, 1919; 1921; 1925; 1929-1935. 

William E. Shallenberger, Illinois, 1910. 

Albert E. Truby, U. S. Army, 1923. 

Edgar A. Vander Veer, New York, 1911-1914; 1916. 

Alfred A. Walker, Alabama, 1924-1926; 1930; 1934-1946; 1948; Member, 
Council on Scientific Assembly, 1935-1945; Chairman, 1942-1945, 

o— L. Wheaton, Chicago, Section on Hygiene and Sanitary Science, 

Max E. Witte, Iowa, 1912. 

Arthur D. Woods, Iowa, 1938; 1940-1943. 


REPORT OF REFERENCE COMMITTEE ON REPORTS OF OFFICERS 

Dr. George A. Earl, Chairman, presented the following 
report, which was adopted: 

The address of the Speaker revealed an efficiency and vigor 
that impressed all. His discussion of the mechanics of the meet- 
ing of the House of Delegates was informative and helpful. 
His careful instructions to the delegates account in large part 
for the continued effectiveness of his speakership. 


Distinguished Service Award to Dr. William Wayne Babcock 


Dr. Dwight H. Murray, Chairman, Board of Trustees, pre- 
sented the names of three physicians selected by the Board 
from the list of nominations for the Distinguished Service 
Award, for the election of one by the House of Delegates to 
be the recipient of the award. The nominees were Dr. William 
Wayne Babcock, Philadelphia, Dr. Howard T. Karsner, Wash- 
ington, D. C., and Dr. Torald Sollmann, Cleveland. Dr. William 
Wayne Babcock was elected recipient of the Distinguished 
Service Award of the American Medical Association for 1954. 


Address of the President, Dr. Edward J. McCormick 


Dr. Edward J. McCormick, President, delivered the following 
address, which was referred to the Reference Committee on 
Reports of Officers: 

Two years, one as President-Elect and the second as Presi- 
dent of this great organization, the American Medical Asso- 
ciation, have passed into history with a speed that seems to be 
supersonic. To hold this high office is a trying and challenging 
experience. One approaches the position with great hopes and 
anticipation and transfers the mantle to a successor with the 
fear that the accomplishments may not have been up to expec- 
tations. 

The presidency of the American Medical Association is be- 
coming an ever-increasing responsibility demanding greater sac- 
rifice in time and constant attention. Travel, public appearances, 
and addresses, press, radio, and television commitments are a 
daily occurrence. Knowledge of a vast number of problems in 
the medical and other fields is essential. One must have certain 
attributes of character to walk the distance and accept the praise 
and criticism in stride. Praise, of course, is evanescent, but 
criticism, sometimes deserved but usually the result of mis- 
interpretation and misquotation, is not easy to bear, especially 
when it comes from those who have no understanding of the 
basic problems involved or who deliberately endeavor to de- 
stroy the fundamentals that have made America the greatest 
nation in the history of the world in a short span of 165 years 
and given us world leadership in every walk of life. These in- 
dividuals and groups are determined through Fabian and social- 
istic tactics to lead us down the highway to the pit of destruction 
wherein lie the skeletons of all the great nations before and 
since the time of Christ. They have forsaken the belief that man 
is created in the image and likeness of God and—regardless of 
race, color, or creed—entitled to certain inalienable rights and 
privileges. 

That we in the United States may be on the way to a similar 
fate is evidenced by the Attorney General's published list of 
236 subversive organizations operating in the United States. 
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Twenty-one additional groups were proposed for such designa- 
tion by Attorney General Herbert Brownell Jr. in 1953. Our 
press in recent months leaves no room for doubt regarding the 
existence of thousands of fifth amendment un-Americans in all 
walks of life, including some in our own ranks. 

When one reads and hears the statements of certain leaders 
of organized labor, who with few exceptions demand compulsory 
health insurance and continually expanding benefits from in- 
dustry and government, one must come to the conclusion that 
these men have a brazen disregard for the common good. I am 
one who thinks that our honest laboring men and women want 
freedom and opportunity to earn their living and educate their 
children in decent American surroundings. I cannot think of 
these men and women aspiring to the serfdom of their fore- 
bears that must come with continuously expanding government 
dole and the weight of the paralyzing, dictatorial hand of 
bureaucracy. The problem of labor is that of some highly paid 
leaders who refer to the American Medical Association as the 
“doctor’s union” and to our scientific publication as the “doctor’s 
trade journal.” The American Medical Association is a federa- 
tion of state medical societies and has no dictatorial powers. 
It is primarily scientific and is truly American and democratic. 

I am also concerned with some “bleeding hearts” among our 
social workers and in other groups who in many instances preach 
socialism and government benefits over and beyond democratic 
principles with little regard for the fact that the indigent in the 
United States receive more consideration than in any other 
country in the world and that our voluntary organizations are 
doing a job that never has and never will be equaled by govern- 
ment subsidy and control. The social worker should be edu- 
cated to make people independent—not dependent. The creation 
of dependency is not in accord with our American traditions. 


VETERANS 


It is discouraging to the thousands of physicians who have 
worn with pride their country’s uniform and who belong to 
veterans’ organizations to read and hear the statements of pro- 
fessional veterans who refer to us as a union and who preach 
Americanism while at the same time lobbying for programs 
of a socialistic nature. They forget that to serve one’s country 
is a duty and an honor and that no true patriot or soldier has 
had any idea except to preserve our flag and the government 
that it represents. He or she does not demand special citizen- 
ship classification or lifelong rewards for duty performed in 
the protection of home and fireside. At the present time Ameri- 
can medical personnel are being paid for the care of the so- 
called indigent veteran who is “broke and has no place to go.” 
The proposal that such unfortunate veterans be cared for at the 
county and state level is not only in accord with the principles 
of democracy but signifies that doctors, who contribute millions 
of dollars each day in the care of poor patients, are willing 
and anxious to have the indigent veteran cared for in his own 
county or state in the hospital he chooses and by the doctor 
of his choice without financial gain by medical men and women. 
We are interested in this American way of veteran care because 
we realize that continued expansion of veteran facilities in 
actual competition with state and local facilities is unfair and 
socialistic and dangerous to democracy. 

We also know that taxation at the present time has become 
Virtual confiscation and that the “golden goose” has reached 
the limit of gratuity and that a further burden upon it will 
weaken our national defense program and neutralize many other 
objectives of our government. Our treasury is not without 
definite limitations, and when we reach that limit we are but 
a step from bankruptcy and complete government control and 
dictation. The oft-repeated statement that superior treatment can 
be obtained under federal government auspices is not only un- 
true but unrealistic, as many veterans realize. There are millions 
of veterans who do not agree with the statements of a self- 
anointed leadership. 

I should once again like to make it clear that the American 
Medical Association has no argument with any veteran's or- 
ganization. We advocate the best possible care for those who 
have been injured in their country’s service. We have opposed 
the continual expansion of veterans’ facilities at the expense of 
the taxpayer for non-service-connected sickness. We wish only 
{0 protect the philosophy that made America great; this is our 
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duty as scientists, leaders, and citizens. I have no desire to men- 
tion these problems in my last address to this House of Dele- 
gates, but as your President I feel it is my duty to call to your 
attention that we have been and are being struck below the belt 
by left wing writers, some labor leaders and commentators, and 
flag-waving individuals whose motives are dubious. 


SOCIAL SECURITY 


The American people and taxpayers should be cognizant of 
the situations to which I have referred. The future of this country 
depends upon their interest. Shall we remain free or shall we 
continue to coddle the “parlor pinks” whose past records of 
accomplishment in no way parallel the contribution of medicine 
to the health and welfare of our people? It is indeed a sad 
commentary but nevertheless a fact that many in high office 
feel reelection is more important than a forthright refusal to 
go along with the ever-increasing dernands of the “something 
for nothing” group who do not acknowledge the danger of 
compulsory social security and growing government domination. 

I am concerned also with the activities of some in the higher 
echelons of our government who would force independent 
workers to pay additional tax for so-called social security. We 
must remember that this is a tax and in no way, shape, or form, 
insurance. No one has ever demonstrated any actuarial sound- 
ness in the so-called social security system. No one is against 
a reasonable social security, but when individuals who desire 
and who can arrange their finances to care for themselves on 
the western hillside of life are forced to pay this tax, we are 
again faced with federal compulsion. Compulsion and an ever- 
growing federal bureaucracy are not the teachings of our found- 
ing fathers, and federal dictation becomes more and more evi- 
dent when perfectly logical voluntary means of accomplishing 
the same end have been given little or no consideration by our 
elected officials in Washington. 


PROGRESS MADE 


In my address to this House of Delegates in New York City 
on June 1, 1953, I called to your attention nine points of activity 
that I thought would do much to solve many of our medical 
problems. I would like to refer to the progress made during 
the past year in the implementation of these suggestions. 


1. Great progress has been made in doctor distribution. 
Every state society in America has cooperated, as have the 
medical schools. The results speak for themselves. Virginia, 
Texas, Kansas, and dozens of other states not only have placed 
doctors in rural communities but have waiting lists of physicians 
seeking rural locations. The number of graduates in medicine is 
increasing, schools are expanding, and new schools have been 
or will shortly be in operation. There will be no shortage of 
doctors in the United States. 


2. An increasing number of county medical societies have 
instituted emergency call services. Much has been done in mak- 
ing available medical services on a 24 hour basis everywhere 
in our country. 

3. I am grateful for the untiring help of the grievance or 
mediation committees of state and county societies. Since my 
speech in New York City I have received hundreds of letters 
from patients who have had a diversity of complaints. These 
letters have been answered and the local mediation committees 
have gone into action. Much good has been accomplished. There 
have been few attempts to “whitewash” physicians. I strongly 
urge the continuation of these committees, to be composed of 
fearless men and women whose primary interest is in the patient. 
This is good public relations and in keeping with the Hippo- 
cratic Oath and the Principles of Medical Ethics. 

4. There have been definite advances made in physician-hos- 
pital relations, but there is room for improvement, and state 
and county medical societies should study the code accepted 
by the American Hospital Association and the American Medi- 
cal Association. Mutual understanding and fairness will make 
it operative and solve many complaints and difficulties. I am 
deviating now from my manuscript because the resolution which 
was passed by this House, I believe in St. Louis in December, 
putting its OK on the code at the same time said that the 
new code should not supersede any previous actions of this 
House. I sincerely suggest that your action of last December 
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be reconsidered. The code as presented was very fair to the 
hospitals and to the medical profession. 


5. Through our county and state societies voluntary prepaid 
health and hospital insurance plans have expanded at an ever- 
increasing pace. Long-term illness insurance has been born, 
and it becomes more and more evident that as we seek better 
coverage there is no place for government in the picture. Nearly 
100 million persons are covered and one million or more policies 
have been sold covering major hospital and medical expense in 
amounts ranging from $2,500 to $10,000. With our large in- 
dustrial programs in each state, our great charity hospitals and 
wards, the veterans’ program of medical care, the large amount 
of charity work done by all physicians, the local government 
programs of custodial care, the state facilities for crippled chil- 
dren, and the growing interest of voluntary organizations in 
cerebral palsy and other diseases, one must pause and wonder 
what logical argument can be made for compulsory health 
insurance. 


6. Physicians throughout the country are taking a more active 
interest in civic and social, church, and fraternal organizations. 
There is, however, much to be done in this regard. I would 
once again solicit the interest of doctors and state and county 
medical societies. During the past year I have had an unusual 
experience as far as lay organizations are concerned, and I 
recommend to this House of Delegates and to all state and 
county officers a continuation of the following program. It has 
been my privilege to address numerous gatherings which have 
been promoted by chambers of commerce and other organiza- 
tions in conjunction with the local medical profession. The 
audiences have been predominantly lay persons. Through this 
means I have been able to tell medicine’s story to men and 
women of influence. The reaction has been pleasing and produc- 
tive. The spokesman of American medicine does little good 
appearing before state and county societies whose officials and 
members are “up-to-date” on medical affairs both scientific and 
economic, but converts by the thousands rush to our support 
when the story is told to our citizens, businessmen and women, 
and patients. This is good public relations. I suggest to you 
and our state associations that when an invitation is extended 
to your President that large lay audiences be provided. I also 
propose that a meeting of presidents and secretaries of state 
associations be held to discuss this suggestion. In addition efforts 
should be made to change the dates of state association meet- 
ings that currently present problems because they are held 
immediately before or just after the American Medical Associ- 
ation Annual Meeting. Officers of specialty societies should be 
invited to participate in these discussions. 

In this connection permit me to say that I have in some of 
my addresses referred to the difficulty encountered in bringing 
to the doctor at the “grass roots” a knowledge of the activities 
of this House of Delegates and its various councils and com- 
mittees. Many physicians know little of the work of the Council 
on Medical Service or of the self-sacrificing Legislative Com- 
mittee or of the Bureau of Medical Economic Research or of 
the Council on National Emergency Medical Service, or of the 
labors of the many other councils and bureaus at the Ameri- 
can Medical Association. I do not believe that an officer or 
a member of this House of Delegates has done his or her full 
duty if he or she only attends the semiannual and annual ses- 
sions of this great organization. Yours is an obligation of “carry- 
ing the message to Garcia.” The A. M. A. headquarters staff 
cannot do all the work. You are elected officials. You determine 
the policies of American medicine. Your voices should be heard 
in all county and district meetings in your state. You should be 
A. M. A. representatives who explain our many problems and 
our decisions at the “grass roots” level. To accomplish this task 
you must be familiar with the great number of subjects that 
constantly confront us. It is your job. Likewise when your state 
association or council holds meetings you should be in attend- 
ance to pass on your knowledge to your local associates and 
to see to it that decisions reached by this House are supported 
at the local level. We have lost ground in some of our endeavors 
because a few state groups whose delegates have joined a 
unanimous vote on certain subjects have modified or refused 
to support our decisions. It is, of course, their democratic right 
to take an opposite view, but they should have full knowledge 
of the reasons, probabilities, and possibilities discussed and 
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evaluated at the national level. This is your responsibility as 
members of the House of Delegates of the American Medica] 
Association. 

There is still much room for improvement in the public rela. 
tions techniques of individual physicians. As a result of my 
experience during the past two years I can say to you without 
fear of contradiction that much of our bad public relations 
results from misunderstandings in the office of the physician, 
Overcharging, lack of interest in the patient as an individual, 
and refusal to answer calls or provide a substitute can in one 
single case do more harm to medicine than the combined efforts 
of all the public relations firms in the country can correct. The 
thousands of letters that come to the headquarters office are 
evidence in support of this statement. 

An educational program should be formulated at all levels 
and in our medical schools to drive home the fact that we are 
members of a priestly profession and that we have certain 
inescapable duties to humanity. There is a definite consumer 
interest in medicine. Our aim must be service, not money. These 
may be harsh words, but I am not one to tamper with the truth, 
We must recognize our faults and correct them. We should at 
all times be on guard and discipline the few in our ranks who 
practice unethical medicine. This will never be accomplished 
through the medium of a “Let’s rake the doctor over the coals” 
campaign so well criticized by Dorothy D. Patterson, a feature 
writer of the Morning Call of Paterson, N. J. She refers in her 
letter to the editor of Harper's Magazine to the “ad nauseam” 
number of critical articles that have appeared in certain publica- 
tions. This, however, does not relieve us of the responsibility of 
correcting the faults of our members whoever they be. 

8. There is still room for much improvement in our relations 
with the press and radio. There seems to be little hope of con- 
verting some persons who are paid to denounce the medical 
profession or to misinterpret statements or to quote out of 
context, omitting qualifying phrases. I have been well satisfied 
with my contacts with the press and have great respect for the 
large percentage of the members of this profession who have 
a high regard for their own code of ethics. In a few instances 
some have criticized me for “off the cuff” statements. In retro- 
spect I came to the conclusion that they were correct and that 
I was in the wrong. 

9. Iam still of the opinion that there is room for unity within 
the profession. I would not of course suggest any interference 
with our democratic processes, but I once again urge the mem- 
bers of this House to constitute themselves as ambassadors to 
all state, county, and district meetings that greater unity of 
thought and understanding can be obtained. By consecrating 
yourselves to this work you can help save America. 

Once again permit me to remind you of the continued and 
vast expansion of federal medicine. This is evident in the hun- 
dreds of bills that have been introduced in the Senate and in 
the Congress under the guise of social security, veterans’ benefits, 
dependent medical care, rehabilitation, legislative presumption 
of service-connected disabilities, and any number of other titles. 
Our officers, delegates, and state associations should be fully 
informed in order that the taxpayers of this country may be 
constantly alerted to the ever-growing federal dictation and 
domination and the slow demise of states’ rights which is not 
in accord with the principles that have made this country great. 
There certainly is a need for more fearless statesmen and diplo- 
mats and fewer politicians who look forward only to the next 
election, placing personal gain before our nation’s welfare. The 
latter persons are those who are salesmen for questionable 
security and eventual loss of freedom. They are persons who 
have never qualified as directors in any business, much less the 
greatest business in the world—the operation of the United 
States Government. 


HEALTH INSURANCE 

In recent years we have seen the spectacular development of 
an effort by our citizens to protect themselves against the costs 
of sickness and injury. I have been gratified by the continued 
growth of voluntary health insurance, the improvement of bene- 
fits under many forms, and also the adoption of ethical standards 
for insurance advertising. These auger well for continued im- 
provement and expansion. 
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An additional positive step by the medical profession can be 
taken that would benefit not only the policyholders but the 
various underwriters as well. The profession should consider 
the creation of average fee lists or fee schedules that would 
prevail On an area or regional basis for the vast majority of 
cases. If the profession could evolve such a program it would 
serve two main purposes. The first would establish appropriate 
values for professional services that would be known to the 
public. I have felt for years that there has been as much con- 
cern over the uncertainty of a fee for professional services as 
there has been for the actual fee itself. Secondly, insurance 
underwriters would know what schedules of benefits to offer in 
various areas, and the degree to which the policyholder might 
have to supplement the insurance benefit would become more 
predictable. Furthermore, such a program would avoid a merg- 
ing of the mechanics of insurance with the art and science of 
medicine, thereby allowing each to be considered and evaluated 
on its individual merits. 

Another accomplishment of this proposed program would be 
to eliminate a large proportion of the complaints of patients 
with respect to fees. With an average medical fee schedule 
existing in his community, the patient is enabled to determine 
with a reasonable degree of accuracy the ultimate cost of the 
medical service he seeks. This would facilitate discussion be- 
tween the patient and his physician in the event of a fee variance 
from the publicized list. 

It has for some time been the feeling of many recognized 
insurance authorities that voluntary health insurance has placed 
too much emphasis on the first dollar of expense for medical 
care and too little or no emphasis on the last dollar. The adop- 
tion of a fee program along the lines I have suggested would 
promote a more realistic approach in the writing of major hos- 
pital and medical expense insurance. This development, in turn, 
would markedly accelerate the expansion by insurance com- 
panies of such programs. 

After such a program is arranged by doctors themselves 
with due consideration of the welfare of the American people 
and the economic preservation of private medicine those of our 
members who fail to cooperate, who overcharge, and who add 
to their bills over and above the reasonable fees determined, 
should be called before the grievance committees of their local 
societies to show cause why they should not be suspended or 
expelled. 

It seems to me that if a proposal such as I have outlined can 
be approved in principle by this House of Delegates the patient 
will be served and medicine safeguarded. Scandals that have 
been publicized would be prevented. Frankly, I have visited 
communities where patients were covered for a surgical fee of 
$200 and expected and did receive a statement for twice this 
amount. We must face the issue. Voluntary insurance becomes 
a sham unless we take definite action to make the protection 
realistic. I feel that some definite action by this House along 
the above line will solve many difficulties. 

The time has passed when the medical profession can predi- 
cate a fee on the basis of ability to pay. The well-to-do man or 
woman is resentful of this ancient practice—a fact borne out 
by many of the letters I received during the past year. A grateful 
patient who possesses much of the world’s goods will frequently 
offer a high fee but resents an exorbitant charge made because 
of social or financial standing. In my opinion the days have 
passed when physicians can compute their fees on the basis of 
a patient’s salary, or whether he is in a private room or a ward, 
or lives “‘on the hill” or in more modest residential surroundings. 

It is with conviction that I commend these thoughts to you. 
I have talked to thousands of persons in all walks of life and in 
every vocation. They love and respect their doctors. While 
medical fees have risen less than any other commodity we must 
be realistic in our thinking. 

| hope that you will accept what I have said in good spirit. 
Because I love you and medicine and America, I have been 
constrained to make my thinking, the result of many years of 
experience, a matter of record before this House of Delegates 
that has been so loyal to me. 

In conclusion may I say to you from my soul and heart that 
I am grateful for the opportunity you have given me to serve 
the cause of medicine. My failures have been of the mind, and 
not the heart. If I can be of further service, you have but to 
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command me. Let us here and now resolve to continue our 
battle against all types of un-Americanism and compulsion and 
for a return of states’ rights that have been disappearing before 
our eyes during the past 20 years. It is ours to cure and alleviate 
and prolong life, but it is also our duty to leave our offices and 
laboratories to protect America and all that it represents. 

Let us continue our endeavors as we have through the years 
that we “may go to our eternal resting place not like the quarry 
slave scourged to his dungeon but soothed and sustained by an 
unfaltering trust.” 

I would be ungrateful if I failed to express my thanks to all 
members of the headquarters staff. No President could possibly 
discharge the duties of this high office without the help of the 
Board of Trustees and the various councils and committees, 
without Drs. George Lull and Ernest Howard, my executive 
assistant, Ed Uzemack, Joseph Stetler, Leo Brown, John Bach, 
Tom Hendricks, George Cooley, Howard Brower, Dr. William 
Bauer, and the many other efficient and trained personnel in 
our employ. No organization is blessed with so fine a group of 
self-sacrificing experts. I extend to every worker at 535 North 
Dearborn Street, Chicago, my thanks and gratitude. 

To you my friends and colleagues of this House I wish God’s 
choicest blessings and I know that you will accord to my succes- 
sor the same loyal support that you have given to me. 


REPORT OF REFERENCE COMMITTEE ON REPORTS OF OFFICERS 


Dr. George A. Earl, Chairman, presented the following 
report which was adopted: 

The President’s address was eloquent, stimulating and thought- 
provoking. He gave a succinct review of the position of the 
American Medical Association on such nationally important 
matters as veterans’ medical care and social security. His ac- 
count of his year’s stewardship in regard to the nine points of 
his inaugural address is a record of which this body may be 
proud. Your committee recognizes that Dr. McCormick demon- 
strated remarkable ability in carrying to the medical profession 
and to all the people of this nation the story of American 
medicine. It is indeed heartening to have heard him say, “If 
I can be of further service, you have but to command me.” 

At the hearings of your reference committee, there was an 
unusually large audience. Discussion centered on two of Dr. 
McCormick’s suggestions. The first concerned his remarks in 
deviation from his manuscript on the subject of physician- 
hospital relations. He asked for reconsideration of the action 
taken by the House of Delegates in December, 1953, in approv- 
ing a new code for physician-hospital relations and at the same 
time in stipulating that this new code should not supersede 
any previous actions of this House. Dr. McCormick pointed out 
that this latter stipulation has confused negotiations between 
the American Medical Association and the American Hospital 
Association. After iistening to full and lengthy discussion on this 
matter, your committee has formed the opinion that this prob- 
lem cannot be solved immediately. Both Dr. McCormick and 
the specialty groups involved agreed. Accordingly, it is recom- 
mended that Dr. McCormick’s suggestion be referred to the 
Board of Trustees for its further consideration. 

The second issue that was thoroughly discussed related to 
Dr. McCormick’s suggestion: “The profession should consider 
the creation of average fee lists or fee schedules that would 
prevail on an area or regional basis. ” He pointed out 
that such a program would have two main advantages: (1) 
it would establish appropriate values for professional services 
that would be known to the public; (2) insurance underwriters 
would know what schedules of benefits to offer in various areas. 
As a third advantage, Dr. McCormick stated that the program 
would facilitate discussion between the patient and his physician 
in the event of a fee variance from the publicized list. Testi- 
mony before your reference committee disclosed that programs 
similar to the one advocated by Dr. McCormick are already 
in Operation in certain areas. It is suggested that the Board 
of Trustees study such programs where they are now in effect, 
with the idea of offering the benefit of such study to other 
areas that may be interested. We recommend the referral of all 
the matter of fees suggested to the Board of Trustees for further 
study. 

(To be continued) 
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MEDICAL NEWS 


CONNECTICUT 


Changes in Crippled Children Clinic Dates.—A special clinic 
for crippled children will be held on July 29 in Willimantic in 
lieu of the one originally scheduled in August. 


Institute on Alcoholism.—An Institute on Alcoholism for regis- 
tered professional nurses will be held at Yale University, Hart- 
ford, July 29 to 31. The sessions are being planned to acquaint 
a limited number of nurses with the nature and extent of 
alcoholism and with theories concerning the causes of ad- 
diction. Attention will be directed toward the effectiveness of 
various treatments. Particular emphasis will be given to the 
role of the nurse in interpreting to patients or to their families 
the nature of alcoholism and the necessity of securing specialized 
assistance following hospital treatment for acute intoxication. 
The course will consist of lectures and discussion sessions with 
a staff drawn from the faculties of Yale University and other 
institutions. This institute is sponsored by the Yale University 
School of Nursing, the Summer School of Alcohol Studies, and 
the Connecticut League for Nursing. Inquiries should be ad- 
dressed to Yale Center of Alcohol Studies, 52 Hillhouse Ave., 
Yale Station, New Haven. 


KANSAS 

Dr. Ruhe to Direct A-V Project.—Dr. David S. Ruhe, Chicago, 
director of the Medical Audio-Visual Institute of the Association 
of American Medical Colleges, has been appointed to the staff 
of the University of Kansas School of Medicine, Lawrence- 
Kansas City, as director of audiovisual education and associate 
professor of public health and preventive medicine. Part of his 
new responsibility involves direction of the expanding use of 
color TV in medical education at the university and in the affili- 
ated Veteran’s Administration Hospital in Kansas City, Mo. 


KENTUCKY 


Seminar for General Practitioners——The Kentucky chapter of 
the American Academy of General Practice will hold a seminar 
at the Kenlake Hotel in the Kentucky Lake State Park, July 22, 
at 2 p. m. Guest speakers will include: 


Robert B. Greenblatt, Augusta, Functional Uterine Bleeding. 
Albert Weinstein, Nashville, Tenn., Peptic Ulcer. 
Fontaine S. Hill, Memphis, Tenn., Problems in Pediatrics. 
Morton Hamburger, Cincinnati, Recent Advances in Antibiotic Therapy. 
Daniel V. Jones, Cincinnati, Recent Advances in Pediatrics. 
All physicians in the area are cordially invited. There will be 
no fee. 


Personal.—Dr. Alexander J. Steigman, Louisville, has been 
selected as head of the department of pediatrics at the Univer- 
sity of Louisville School of Medicine. Dr. Steigman, who has 
been professor of child health in the department of pediatrics 
since 1950, will succeed Dr. Leonard T. Davidson, Louisville, 
who has been head of the department for over five years. Dr. 
Steigman will serve as chief of pediatrics of the Louisville Gen- 
eral Hospital! and as physician-in-chief to the Children’s Hospital. 


MAINE 


Mental Health Clinic Schedule.—The division of mental health 
offers psychiatric clinic service to children and adults in the 
following cities: 
Portland, Health and Welfare Department, 178 Middle St., every Tues- 
day. 
Lewiston, Out-Patient Department, Central Maine General Hospital, 
every Monday. 
Augusta, Bureau of Health, Division of Mental Health, by appointment. 
Waterville, Mansfield Clinic, Thayer Hospital, 3rd Wednesday. 
Bangor, .Out-Patient Department, Eastern Maine General Hospital, 1st 
Wednesday afternoon. Valentine School, Union Street, Ist Thursday. 





Physicians are invited to send to this department items of news of general 
interest, for example, those relating to society activities, new hospitals, 
education and public health. Programs should be received at least three 
weeks before the date of meeting. 


MASSACHUSETTS 

Dr. Cobb Resigns.——Dr. Stanley Cobb, since 1926 Bullard pro- 
fessor of neuropathology, Harvard Medical School, and since 
1934 chief of psychiatry service at the Massachusetts General 
Hospital, Boston, will retire from these posts this summer, He 
is president-elect of the American Psychosomatic Society. 


Louis E. Phaneuf Professorship in Gynecology.—The first en- 
dowed chair proposed for the Tufts College Medical School, 
Boston, will be named in honor of the late Dr. Louis Ff. 
Phaneuf, who had served as professor of gynecology and head 
of the department at his alma mater since 1927. Contributions 
for the professorship have been received from hundreds of for- 
mer patients, students, and friends of Dr. Phaneuf, and the 
members of the Class of 1929 have allocated their 25 year class 
gift of more than $14,000 to this fund. Contributions in any 
amount toward the $250,000 necessary to endow the chair are 
welcomed. 


MICHIGAN 


Beaumont Memorial.—The Beaumont Memorial on Mackinac 
Island will be dedicated at 3 p. m., July 17, to the memory of 
Dr. William Beaumont (1785-1853), army surgeon, who was the 
first physician to study the process of digestion in a living human 





The Beaumont Memorial on Mackinac Island. 


being. The Beaumont Memorial is a reconstruction of the 
American Fur Company retail store, where Alexis St. Martin, 
18-year-old French-Canadian voyageur, was accidentally shot 
on June 6, 1822, and where Dr. Beaumont first ministered to 
him. Shortly after the earliest accounts of his findings in the 
case had been published, Dr. Beaumont was elected to honorary 
membership in the Michigan Territorial Medical Society, fore- 
runner of today’s Michigan State Medical Society. In August, 
1826, Dr. Beaumont reported his preliminary observations at 
the meeting of the society. His detailed findings were published 
seven years later. The memorial is a gift to the people of 
Michigan from Michigan physicians. Dr. Otto O. Beck, Birming- 
ham, adopted the Beaumont Memorial as a major project during 
his term as president of the Michigan State Medical Society, 
1951-1952, and was chairman of the Beaumont Memorial 
Restoration Fund campaign, 1952-1953. Michigan physicians 
have conducted several years of historical research to assure 
faithful reproduction of the old fur trading headquarters and 
have contributed some $50,000 to build and equip the me- 
morial. The site was purchased by Parke Davis & Company of 
Detroit, and the Wyeth Laboratories of Philadelphia presented 
its famous oil painting of Dr. Beaumont and St. Martin by Dean 
Cornwell to hang in the memorial. 








Vol. 


NEV 
Soci 
gen | 
Dr. J 
feld, 
Yor! 


Geri 
habi 
Hos| 
City 
Bell 
selec 
New 
corr’ 
Pati 
thos 
thos 
serv 
Yor 
of tl 
Yor 
med 
Yor 
and 
Leal 
plan 
men 
call 
spec 
soul 
pur} 
leas 
will 


own 
Cin 
Ho\ 
dint 
dire 
men 
of 
Schi 
relu 
the 

a fo 
Tece 
Miss 


VIR 
agin 


died 
emp 





‘vol. 155, No. 11 


NEW YORK 

society News.—Newly elected officers of the New York Roent- 
gen Society include: Dr. Harold W. Jacox, New York, president; 
Dr. Jacob R. Freid, New York, vice-president; Dr. Sidney Ruben- 
feld, New York, secretary; and Dr. Maxwell H. Poppel, New 
York, treasurer. 


Geriatric Rehabilitation Service.—A new 100-bed geriatric re- 
habilitation service has been opened at the Goldwater Memorial 
Hospital on Welfare Island as a joint project of the New York 
City Department of Hospitals and the New York University- 
Bellevue Medical Center. The new faculty will rehabilitate 
selected older patients from anywhere in the five boroughs of 
New York City who are medically indigent and hospitalized, to 
correct existing disabilities and to prevent new disabilities. 
Patients on the new service include, among others, amputees, 
those with physical debility following prolonged bed rest, and 
those with arthritis, hemiplegia, and paralysis agitans. The 
service was formally opened by Dr. Basil C. MacLean, New 
York, commissioner of hospitals; Dr. Howard A. Rusk, director 
of the Institute of Physical Medicine and Rehabilitation of New 
York University-Bellevue Medical Center; Dr. C. G. Scherf, 
medical superintendent of Goldwater Memorial Hospital, New 
York; Dr. Michael M. Dacso, New York, director of the project; 
and Joseph Novey, project supervisor. According to Drs. Mac- 
Lean and Rusk, “The maximum use of community resources is 
planned. This will include cooperative efforts with the Depart- 
ment of Welfare and private social agencies, any of which may 
call upon the Geriatric Rehabilitation Service to help out with 
specific problems. At the termination of such help the referring 
source will reassume its own planning with the patient for the 
purpose of improving his adjustment in the community. At 
least one-half of the total number of old people who are helped 
will be accepted directly from other municipal hospitals.” 


New York City 
Society News.—The Society of Medical Psychoanalysts was 
recently incorporated under the laws of New York State. The 


group, founded seven years ago by members of the faculty and 
graduates of the comprehensive course in psychoanalysis of the 
Post Graduate Department, New York Medical College, Flower 
and Fifth Avenue Hospitals, comprises about 100 members and 
limits its membership to doctors of medicine who have had 
training in psychiatry and psychoanalysis. 


Biggs Professor Appointed.—Dr. Harry Most, who has been 
acting chairman of the department of preventive medicine, New 
York University-Bellevue Medical Center, since July, 1953, has 
been appointed Hermann M. Biggs professor of preventive medi- 
cine and chairman of the department. Dr. Most has traveled 
throughout the world, doing extensive research in tropical dis- 
eases, and on several occasions his travels have been sponsored 
by the International Health Division of the Rockefeller Foun- 
dation. 


OHIO 

Dr. Schriver Retires from Cincinnati Faculty—Retiring at his 
own request after 41 years of service in the University of 
Cincinnati College of Medicine, department of surgery, Dr. L. 
Howard Schriver was honored May 28 at an informal testimonial 
dinner at the Miami Boat Club. Dr. William A. Altemeier, 
director of the department of surgery, acting on behalf of 
members of the department, presented Dr. Schriver with a set 
of engraved gold cuff links. Dr. Altemeier noted that Dr. 
Schriver’s request for retirement “is being accepted with great 
reluctance and with gratitude for his excellent past services to 
the university and to the department of surgery.” Dr. Schriver, 
a former president of the Ohio State Medical Association, was 
recently made president of the National Blue Shield Com- 
Mission, 


VIRGINIA 

Death of Agnes V. Edwards.—Miss Agnes V. Edwards, man- 
aging editor of the Virginia Medical Monthly since World War I, 
died on May 22. Miss Edwards began her career as a part-time 
‘mployee of the journal, which was founded in 1874 by her 
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father, Dr. Landon B. Edwards. In 1924 she was elected business 
manager and executive secretary-treasurer of the Medical Society 
of Virginia, a post she held for many years. The August, 1951, 
issue of the Virginia Medical Monthly was dedicated to Miss 
Edwards “in view of her long and faithful service” to the journal 
and the medical society. 


WASHINGTON 


Personal.—Dr. John J. Bonica, Tacoma, recently returned from 
a speaking tour of Hawaii, where he was guest speaker of the 
Hawaii Academy of General Practice and the Hawaii Surgical 
Society. Dr. J. Brooks Dugan, acting director of Pinel 
Foundation Hospital, Seattle, since June, 1953, has been 
appointed medical director. Dr. Dugan joined the Pinel staff in 
January, 1952. 


Course on Emotional Problems of Children.—The University 
of Washington School of Medicine, Seattle, offers a postgraduate 
course on the emotional problems of children, July 26 to 30. 
Co-sponsors are the Washington State Medical Association and 
the Washington State Department of Health. The Child Health 
Center, Children’s Orthopedic Hospital, and the Psychiatric 
Clinic for Children will be used in presenting the course, which 
will consist of 10 sessions, each begun by an hour lecture and 
followed by a seminar and discussion of case presentations and 
interviews. The following topics will be included: Difficulties of 
the Mother-Child Relationship in Infancy; Common Problems 
Involving the One-to-Two-Year-Old Child; Hospitalization and 
Its Effect on the One-to-Three-Year-Old Child; Problems In- 
volving the Three-to-Five-Year-Old Age Group Discipline, 
Sibling Rivalry, etc.; Effect of Surgical Procedure on the Pre- 
school Child; Consideration of the Psychosomatic Disorders of 
Children; Some Aspects of Psychiatric Treatment in Children. 
This course is open only to graduates of medical schools ap- 
proved by the A. M. A. Council on Medical Education and 
Hospitals. The tuition fee is $50. Check or money order should 
be made payable to the University of Washington. 


GENERAL 

Darling Foundation Awards.—At a special ceremony in Geneva, 
Switzerland, May 6, the World Health Organization bestowed 
on G. Robert Coatney, Ph.D., National Institutes of Health, 
Bethesda, Md., and Dr. George MacDonald, director of the 
Ross Institute of Tropical Hygiene, London, and professor of 
tropical hygiene, University of London, the Darling Foundation 
prize and medal in recognition of their work on malaria. Dr. 
Coatney is known for his research regarding the therapy and 
prophylaxis of malaria by antimalaria drugs, and Professor 
MacDonald for his work in malaria epidemiology. The Darling 
Foundation prize, periodically awarded to the author of an im- 
portant work on malaria, consists of a bronze medal and 1,000 
Swiss francs (about $233). 


WHO Appoints Regional Public Health Chief.—The appoint- 
ment of Gustavo Molina, M.P.H., former professor of public 
health administration in Chile, as chief of the division of public 
health of the Pan American Sanitary Bureau, Regional Office 
of the World Health Organization, is announced. Dr. Molina, 
who has been in charge of the bureau’s Professional Educational 
branch since last July, received his M.P.H. degree from the 
Johns Hopkins University School of Hygiene and Public Health 
in 1942 and served as chief of the medical division of the Inter- 
American Cooperative Department, a joint program of the 
Chilean Public Health Service and the Institute of Inter-Ameri- 
can Affairs, from 1942 to 1945, when he became director of the 
Quinta Normal Health Center in Santiago, Chile. In 1947 he 
founded the Chilean Public Health Society, serving as its presi- 
dent, 1951-1953. 


Decrease in Tuberculosis Death Rate.—According to the Metro- 
politan Life Insurance Company, during the half century since 
the organized antituberculosis campaign in the United States 
was launched, the death rate from this disease has dropped from 
183.9 per 100,000 of population in 1900-1903 to 12.6 in 1953, 
and it is anticipated that the mortality will probably fall to 
about 10 per 100,000 in 1954. The campaign against tuberculosis 
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is said to have been particularly successful among urban wage- 
earners and their families. Among the industrial policyholders 
of this company, the death rate from tuberculosis has fallen 
even more rapidly than in the general population, having been 
reduced in the period between 1946 and 1953 by nearly three 
fourths. Although both the white and nonwhite policyholders 
have benefited greatly from the improvement in tuberculosis 
mortality, the record of improvement is best for white females, 
and, in general, much greater at the younger than at the older 
ages. 


International Congress of Ophthalmology.—For the second time 
in 78 years the International Congress of Ophthalmology will 
convene in the United States. Its 17th meeting will take place 
at the Waldorf-Astoria Hotel, New York, Sept. 12 to 17, mark- 
ing 97 years after the meeting of the first international congress 
in Brussels. The meetings of the international congress, which 
take place every four years, are conducted under the authority 
of the International Federation of Ophthalmological Societies. 
Dr. Bernard Samuels, New York, will serve as president of the 
congress, with Dr. John H. Dunnington, New York, as vice- 
president, and Dr. William L. Benedict, Rochester, Minn., as 
secretary-general. Televised surgical clinics will be shown daily 
at 2 p. m. The official subject for discussion on Wednesday is 
primary glaucoma and on Thursday, etiology of uveitis. The 
banquet is scheduled for 7:30 p. m. Wednesday. The meeting 
in New York will be preceded by a session in Montreal, Canada, 
Sept. 9 to 11. 


Judd Awards.—The Memorial Center for Cancer and Allied 
Diseases, New York, and its research unit, the Sloan-Kettering 
Institute, recently presented the Katharine Berkan Judd award 
to four distinguished scientists for their “outstanding contribu- 
tions in the field of cancer research”: Dr. Evarts A. Graham, 
Washington University School of Medicine, St. Louis, the first 
surgeon to remove an entire lung in the treatment of cancer; 
Dr. George O. Gey, Johns Hopkins University School of 
Medicine, Baltimore, for his important contributions in the field 
of tissue culture, including the long-term culture of cancer cells; 
Louis H. Gray, Ph.D., of Mount Vernon Hospital, Northwood, 
Middlesex, England, for his investigation on the effect of 
ionizing radiations in normal and malignant cells; and Dr. 
Sidney Farber of Harvard Medical School, Boston, for his work 
in the field of treatment of cancer by chemicals, which “demon- 
strated that a compound existed which could preferentially 
damage the cells of certain types of acute leukemia in children.” 


“Seventy-Five Years of Medical Progress.”—To celebrate the 
recent publication of “Seventy-Five Years of Medical Progress, 
1878-1953,” more than 100 physicians, medical journalists, and 
science writers attended a reception in the penthouse of the 
World Medical Association, overlooking the United Nations 
headquarters in New York. Host of the afternoon was the book’s 
editor, Dr. Louis H. Bauer, past president of the American 
Medical Association and secretary-general of the World Medical 
Association. The reports, which make up the body of the book, 
were originally contributed to the World Medical Association’s 
First Western Hemisphere Conference, held last year in Rich- 
mond, Va. Through a grant from the A. H. Robins Co., Inc., 
pharmaceutical manufacturers of Richmond, copies of the book 
have been presented to almost 8,000 young physicians of this 
year’s graduating classes in the United States and Canada. Dr. 
Bauer pointed out that medical scientists have learned more 
about the treatment and prevention of disease in the past 75 
years than in the preceding 3,000 years. Royalties from the trade 
edition, published by Lea & Febiger, will be used to support the 
work of the World Medical Association. 


Cerebral Palsy Personnel Training Program.—Through a grant 
of $21,368 from the United Cerebral Palsy Associations, the 
Children’s Hospital in San Francisco will initiate in September 
a training program for personnel concerned with the care of 
children with cerebral palsy, under the direction of Dr. Luigi 
Luzzatti. The general philosophy of this training program is 
based on the fact that a child with a physical handicap is first 
of all a growing and developing child with all the needs of his 
age. An understanding of what constitutes normal growth and 
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development and the minor and major deviations from normality 
will be studied together with the more specific problems cop. 
cerning the preschool child with cerebral palsy. For the coming 
academic year, funds are available for a maximum of six 
students. There will be two courses of five months’ duration 
beginning next Sept. 1 and Feb. 1. Students wili receive g 
stipend of $750 during their training program. The curriculum 
is set up to train students in occupational therapy and physical 
therapy and nursery school teachers who wish to specialize jn 
cerebral palsy work. For information and application forms 
write Miss Helen B. Holodnak, Executive Director, United 
Cerebral Palsy of San Francisco Pre-Nursery Program, Chil. 
dren’s Hospital, 3700 California St., San Francisco 18. 


Prevalence of Poliomyelitis——According to the National Office 
of Vital Statistics, the following number of reported cases of 
poliomyelitis occurred in the United States, its territories, and 
possessions in the weeks ended as indicated: 


June 12, 1954 
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LATIN AMERICA 

Meeting on Angiology.—The South American Congress of 
Angiology will convene in Sao Paulo, Brazil, from July 29 to 
Aug. 1. Official reports will be given on the cause, physio- 
pathology, and medical and surgical treatment of arteriosclerosis 
obliterans. Further information may be obtained from Dr. 
Rubens Carlos Mayall, rua Senador Vergueiro, 73 Sao Paulo, 
Brazil. 


FOREIGN 

Congress on Industrial Medicine.—The 11th International Con- 
gress on Industrial Medicine will convene in Naples, Sept. 13 to 
19. Symposiums will be held on industrial medicine with par- 
ticular reference to the problem of apprenticeship and on in- 
dustrial absenteeism. Lectures will be delivered on the problem 
of the benzene substitution solvents in industrial medicine and 
on occupational risks of divers. The following papers have been 
scheduled: “Radioactive Isotopes”; “Toxicology of Plastic 
Substances in Relation to Industrial Hygiene”; “Physiology of 
Work”; and “Insecticides, Their Toxicology and Risks, Pro- 
duction and Uses.” Inquiries should be addressed to the Secretary 
of the Congress, Instituto Medicina del Lavoro, Universita 
Policlinico, Piazza Miraglia, Naples, Italy. 


Positions Open in Liberia.—The Liberian Institute of the Ameri- 
can Foundation for Tropical Medicine announces that applica- 
tions are being accepted for employment of a malariologist, a 
parasitologist, and a laboratory technician, to assist the institute’s 
research director, Dr. Max J. Miller, in a broad program of 
research in tropical diseases. The Liberian Institute, a research 
and training center located near Harbel, Liberia, and operated 
by the American Foundation for Tropical Medicine, Inc., was 
established in 1950. It consists of a large, two-story, two-wing 
laboratory building with 24 laboratory rooms, three two-bed- 
room residential houses, and a four-bedroom guest house with 
joint dining and kitchen facilities. The institute is located two 
miles from Roberts Field, international airport for West Africa, 
and five miles from the Firestone Plantations Company. Persons 
of any nationality or citizenship in the age range of 30 to 50 
years are eligible for consideration. The parasitologist should 
have a medical degree, and the malariologist and laboratory tech- 
nician should have had courses or experience in some of the 
following fields: tropical medicine, pathology, bacteriology, 
parasitology, entomology, biological chemistry, and pharmacol- 
ogy. Single persons are preferred by reason of present living 
accommodations; education facilities for children are limited. 
The salary range will depend on the qualifications and experience 
of the persons selected. Residential quarters and ocean trans- 
portation are furnished, and local transportation is also provided. 
The tour of duty is two years, with one month vacation for 
each year of service. Fare back to the United States is paid after 
two years. Applications should be addressed to Mrs. Herma E. 
Hoefler, American Foundation for Tropical Medicine, 345 
Madison Ave., New York 17. 





MEETINGS 








AMERICAN MEDICAL ASSOCIATION: Dr. George F. Lull, 535 North 
Dearborn St., Chicago 10, Secretary. 


1954 Clinical Meeting, Miami, Florida, Nov. 29-Dec. 2. 
1955 Annual Meeting, Atlantic City, N. J., June 6-10. 
1955 Clinical Meeting, Boston, Nov. 29-Dec. 2. 

1956 Annual Meeting, Chicago, June 11-15. 


ALASKA TERRITORIAL MEDICAL ASSOCIATION, Mt. McKinley Park Hotel, 
Mt. McKinley Park, Aug. 15-17. Dr. William P. Blanton, P.O. Box 
2569, Juneau, Secretary. 

AMERICAN VETERINARY MEDICAL ASSOCIATION, Olympic Hotel, Seattle, 
Aug. 23-26. Dr. J. G. Hardenbergh, 600 South Michigan Blivd., Chi- 
cago 5, Executive Secretary. 

NATIONAL MEDICAL ASSOCIATION, Washington, D. C., Aug. 9-13. Dr. John 
T. Givens, 1108 Church St., Norfolk 10, Va., Executive Secretary. 
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NEUROSURGICAL Society OF America, Grand Hotel, Mackinac Island, 
Mich., July 21-24. Dr. Lester A. Mount, 700 West 168th St., New 
York 32, Secretary. 

PaciFic DERMATOLOGIC AssocIATION, Broadmoor Hotel, Colorado Springs, 
Colo., Sept. 2-4. 

RENO SurGicaL Society, Reno, Nev., Aug. 19-21. Dr. James R. Herz, 
508 Humboldt St., Reno, Nev., Secretary. 

WEST VIRGINIA STATE MEDICAL ASSOCIATION, The Greenbrier, White 
Sulphur Springs, Aug. 19-21. Mr. Charles Lively, P.O. Box 1031, 
Charleston, Executive Secretary. 


FOREIGN AND INTERNATIONAL 


COMMONWEALTH HEALTH AND TUBERCULOSIS CONFERENCE, Royal Festival 
Hall, London, England, June 21-25, 1955. Mr. J. H. Harley Williams, 
Tavistock House North, Tavistock Square, London, W.C.1, England, 
Secretary General. 

CONFERENCE OF INTERNATIONAL UNION AGAINST TUBERCULOSIS, Madrid, 
Spain, Sept. 26-Oct. 2, 1954. Secretariat, Escuela de Tisiologia, Ciudad 
Universitaria, Madrid, Spain. 

CONGRESS OF INTERNATIONAL ASSOCIATION FOR THE PREVENTION OF BLIND- 
NEss, New York, N. Y., U. S. A., Sept. 12-17, 1954. Professor 
Franceschetti, 2 Avenue Mirmot, Geneva, Switzerland, Secretary- 
General. 

CONGRESS OF INTERNATIONAL SOCIETY OF MEDICAL HypROLOGY, Vichy and 
Paris, France, Sept. 26, 1954. For information write: Dr. Giulio Ammi- 
randoli, Via Della Torretta 11, Montecatini Terme, Italy. 


CONGRESS OF INTERNATIONAL SOCIETY OF UROLOGISTS, Athens, Greece, 
April 1955. Prof. Z. Kairis, 25 rue Voukourestiou, Athens, Greece, 
Secretary-General. 


INTER-AMERICAN CONGRESS OF RADIOLOGY, Shoreham Hotel, Washington, 
D. C., U. S. A., April 24-29, 1955. Dr. Eugene P. Pendergrass, 3400 
Spruce St., Philadelphia 4, Pa., U. S. A., Secretary General. 


INTER-AMERICAN SESSION, AMERICAN COLLEGE OF SURGEONS, Universidad 
Mayor de San Marcos de Lima, Lima, Peru, S. A., Jan. 11-14, 1955, 
Dr. Michael L. Mason, 40 East Erie St., Chicago 11, Ill, U. S. A., 
Secretary. 


INTERNATIONAL ANESTHESIA RESEARCH SOCIETY, Ambassador Hotel, Los 
Angeles, Calif., U. S. A., Oct. 10-14, 1954, For information write: Dr. 
T. H. Seldon, 102-110 Second Avenue S.W., Rochester, Minn., U. S. A. 


INTERNATIONAL CANCER CONGRESS, Sao Paulo, Brazil, July 23-29, 1954. 
Prof. A. Prudente, 171 rua Benjamin Constante, Sao Paulo, Brazil, 
President. 


INTERNATIONAL CONFERENCE ON THROMBOSIS AND EMBOLISM, Basle, Switzer- 
land, July 20-24, 1954. Dr. W. Merz, Chief Medical Officer, Gynecologi- 
cal Clinic, University of Basle, Basle, Switzerland, Hon. Secretary. 


INTERNATIONAL CONGRESS OF CLINICAL PATHOLOGY, Washington, D. C., 
U. S. A., Sept. 6-10, 1954. Dr. Robert A. Moore, Washington Uni- 
versity School of Medicine, St. Louis 10, Mo., U. S. A., Chairman, 
Committee on Arrangements. 


INTERNATIONAL CONGRESS ON DISEASES OF THE CHEST, Barcelona, Spain, 
Oct. 4-8, 1954. Mr. Murray Kornfeld, 112 East Chestnut St., Chicago 11, 
Ill., U. S. A., Executive Secretary. 


INTERNATIONAL CONGRESS ON GROUP PSYCHOTHERAPY, Toronto, Ont., 
Canada, Aug. 12-14, 1954. Dr. J. L. Moreno, Room 327, 101 Park Ave., 
New York 17, N. Y., U. S. A., Director of Organizing Committee. 


INTERNATIONAL CONGRESS ON GYNECOLOGY AND OBSTETRICS, Geneva, Switz- 
erland, July 26-31, 1954. Dr. H. de Watteville, Maternité H6pital 
Cantonal, Geneva, Switzerland, President. 


INTERNATIONAL CONGRESS OF HEMATOLOGY, Paris, Sept. 6-11, 1954. Dr. 
Jean Bernard, 86 rue d’Assas, Paris 6°, France, Secretary. 


INTERNATIONAL CONGRESS OF THE HISTORY OF MEDICINE, Rome and 
Salerno, Italy, Sept. 13-20, 1954. For information write: Segreteria XIV 
Congresso Internazionale di Storia della Medicina, Instituto di Storia 
della Medicine, Citta Universitaria, Rome, Italy. 


INTERNATIONAL CONGRESS OF HyDATID DISEASE, Madrid, Spain, Sept. 25-30, 
1954. Dr. Jesus Calvo Melendro, Hospital Provincial, Sorea, Spain, 
Secretary General. 


INTERNATIONAL CONGRESS FOR INDIVIDUAL PsyCHOLOGy, Zurich Switzer- 
land, July 26-29, 1954. For information write: Dr. E. Schmid, 14, Kron- 
leinstrasse, Zurich, Switzerland. 


INTERNATIONAL CONGRESS OF INDUSTRIAL MEDICINE, Naples, Italy, Sept. 
13-19, 1954. Professor Scipione Caccuri, Director, Institute of Indus- 
trial Medicine Policlinico, Naples, Italy, Chairman, Organizing Com- 
mittee. 

INTERNATIONAL CONGRESS OF INTERNAL MEDICINE, Stockholm, Sweden, Sept. 


15-18, 1954. Professor Anders Kristenson, Karolinska Sjukhuset, Stock- 
holm 60, Sweden, Secretary-General. 


INTERNATIONAL CONGRESS ON MENTAL HEALTH, University of Toronto, 
Toronto, Ontario, Canada, Aug. 14-21, 1954, For information write: 
Executive Officer, International Congress on Mental Health, 111 St. 
George St., Toronto, Ontario, Canada. 


INTERNATIONAL CONGRESS OF NUTRITION, Amsterdam, Netherlands, Sept. 
13-17, 1954. Dr. M. van Eekelen, Centraal Instituut voor Voedingsonder- 
zoek T.N.O., 61 Catharynesingel, Utrecht, Netherlands, General Secretary. 


INTERNATIONAL CONGRESS OF OPHTHALMOLOGY, University of Montreal and 
McGill University, Montreal, Canada, Sept. 9-11, 1954, and Waldorf- 
Astoria, New York, N. Y., U. S. A., Sept. 12-17, 1954. Dr. William L. 
Benedict, 100 First Avenue Building, Rochester, Minn., U. S. A,, 
Secretary-General. 
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INTERNATIONAL CONGRESS OF ORTHOPEDIC SURGERY AND TRAUMATOLOGY, 
Berne, Switzerland, Aug. 30-Sept. 3, 1954. For information write: 
Professor M. Dubois, Isle-Hospital, Berne, Switzerland. 

INTERNATIONAL CONGRESS FOR PSYCHOTHERAPY, Zurich, Switzerland, July 
21-24, 1954. Dr. H. K. Fierz, Theaterstrasse 12, Zurich 1, Switzerland, 
Secretary General. 

INTERNATIONAL FEDERATION OF MEDICAL STUDENT ASSOCIATIONS, Rome, 
Italy, Oct. 1-5, 1954. Mr. Jorgen Falck Larsen, 12, Kristianiagade, 
Copenhagen @, Denmark, General Secretary. 

INTERNATIONAL GERONTOLOGICAL CONGRESS, London and Oxford, England, 
July 12-22, 1954. Prof. R. E. Tunbridge, General Infirmary, Department 
of Medicine, The University, Leeds, England, President. 

INTERNATIONAL HosPItaL CONGRESS, Lucerne, Switzerland, May 30-June 3, 
1955. Capt. J. E. Stone, International Hospital Federation, 10 Old 
Jewry, London, E.C.2, England, Hon. Secretary. 

INTERNATIONAL INSTITUTE ON CHILD PsyCHIATRY, Toronto, Canada, Aug. 
13-14, 1954. Miss Helen Speyer, International Association for Child 
Psychiatry, 1790 Broadway, New York 19, N. Y., U. S. A., Executive 
Officer. 

INTERNATIONAL POLIOMYELITIS CONGRESS, University of Rome, Orthopedic 
Clinic, Rome, Italy, Sept. 6-10, 1954. Mr. Stanley E. Henwood, 120 
Broadway, New York 5, N. Y., U. S. A., Executive Secretary. 

INTERNATIONAL SOCIETY OF BLOOD TRANSFUSION, Paris, France, Sept. 12-19, 
1954. For information write: Colonel Julliard, Société Internationale de 
Transfusion Sanguine, 53 Boulevard Diderot, Paris 12°, France. 

INTERNATIONAL SOCIETY FOR CELL BioLocy, Leiden, Netherlands, Sept. 1-8, 
1954. Professor Peter J. Gaillard, University of Leiden, Leiden, Nether- 
lands, Secretary. 

INTERNATIONAL SOCIETY OF GEOGRAPHICAL PATHOLOGY, Washington, D. C., 
U. S. A., Sept. 6-10, 1954. Professor Fred C. Roulet, Hebelstrasse 24, 
Basel, Switzerland, Secretary-General. 

JAPAN MeEDIcAL CONGRESS, Kyoto University and Kyoto Prefectural 
Medical College, Kyoto, Japan, April 1-5, 1955. Dr. Mitsuharu Goto, 
University Hospital, Medical Faculty of Kyoto University, Kyoto, 
Japan, Secretary General. 

LATIN AMERICAN CONGRESS ON GYNECOLOGY AND OBSTETRICS, Sao Paulo, 
Brazil, July 10-15, 1954. Prof. Dr. Jairo Ramos, av. Brigaderio Luiz 
Antonio, 278-8° andar, Sao Paulo, Brazil, Chairman of Organizing 
Committee of Medical Congresses. 

LATIN AMERICAN CONGRESS ON MENTAL HEALTH, Sao Paulo, Brazil, July 
17-22. For information address: Professor A. C. Pacheco e Silva, 
Avenida Brigadeiro Luiz Antonio 651, Sao Paulo, Brazil. 

MEDICAL WOMEN’S INTERNATIONAL ASSOCIATION CONGRESS, Lake Garda, 
Italy, Sept. 15-21, 1954. Dr. Ada Chree Reid, 118 Riverside Drive, New 
York 24, N. Y., U. S. A., President. 

PAN AMERICAN CONGRESS OF GASTROENTEROLOGY, Sao Paulo, Brazil, July 
19-24, 1954. For information address: Dr. Jairo Ramos, Avenida Briga- 
deiro Luiz Antonio 278-8° andar, Sao Paulo, Brazil. 

PAN AMERICAN CONGRESS OF PEDIATRICS, Sao Paulo, Brazil, Aug. 1-7, 1954. 
For information address: Dr. Jairo Ramos, Avenida Brigaderio Luiz 
Antonio 278-8° andar, Sao Paulo, Brazil. 

Pan AMERICAN HOMEOPATHIC MEDICAL CONGRESS, Hotel Gloria, Rio de 
Janeiro, Brazil, S. A., Oct. 2-13, 1954. Dr. Paul S. Schantz, 103 West 
Main St., Ephrata, Pa., U. S. A., Executive Secretary. 

PAN-PACIFIC SURGICAL CONGRESS, Honolulu, Hawaii, Oct. 7-18, 1954. Dr. 
F. J. Pinkerton, Suite 7, Young Blidg., Honolulu 13, Hawaii, Director 
General. 

Wor_p CONGRESS OF CARDIOLOGY, Washington, D. C., U. S. A., Sept. 
12-18, 1954. Dr. L. W. Gorham, 44 East 23d St., New York 10, N. Y., 
U. S. A., Secretary-General. 

WorLD CONGRESS OF INTERNATIONAL SOCIETY FOR THE WELFARE OF 
CRIPPLES, Scheveningen-The Hague, Netherlands, Sept. 13-17, 1954. 
Secretariat: Muss H. P. Post, Pieter Lastmarkade 37, Amsterdam Z, 
Netherlands. 

WorLD FEDERATION OF OCCUPATIONAL THERAPISTS, Edinburgh, Scotland, 
August 17, 1954. 

WorLD MEDICAL AssociaTION, Rome, Italy, Sept. 26-Oct. 2, 1954. Dr. 
Louis H. Bauer, 345 East 46th St., New York 17, N. Y., U. S. A, 
Secretary-General. 





EXAMINATIONS 
AND LICENSURE 








NATIONAL BOARD OF MEDICAL EXAMINERS: Parts I and II. Held in approved 
medical schools where there are five or more candidates. Dates: 
Sept. 7-8 (Part I only). Candidates may file examinations at any 
time but the National Board must receive them at least six weeks before 
the date of the examination they wish to take. New candidates should 

apply by ‘formal registration; registered candidates should notify the 

board by letter. Sec., Dr. John P. Hubbard, 133 S. 36th St., Phila- 

delphia 4. 
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BOARDS OF MEDICAL EXAMINERS 

ARIZONA:* Examination and Reciprocity. Phoenix, July 14-16, Oct. 13-15, 
Jan. 12-14, 1955 and April 13-15, 1955. Ex. Sec., Mr. Robert Carpenter, 
401 Security Bldg., Phoenix. 

CALIFORNIA: Written. San Diego, Aug. 23-26; Sacramento, Oct. 18-21. Oral. 
San Diego, Aug. 21; Los Angeles, Nov. 20. Oral and Clinical Examina. 
tion for Foreign Medical School Graduates. Sec., Dr. Louis E. Jones, 
1020 N Street, Sacramento. 

CONNECTICUT:* Regular. Examination. Hartford, July 13-14. Sec, Dr. 
Creighton Barker, 160 St. Ronan St., New Haven. Homeopathic. Derby, 
July 13-14. Sec., Dr. Donald A. Davis, 38 Elizabeth St., Derby. : 

DELAWARE: Examination. Dover, July 13-15. Reciprocity. Dover, July 22, 
Sec., Dr. J. S. McDaniel, 229 South State St., Dover. 

Guam: The Comm’ss’on on Licensure will meet whenever a candidate 
appears or submits his credentials. Director of Medical Services, Guam 
Memoria! Hospital, Agana. 

Hawa: Examination. Honolulu, July 12-15. Sec., Dr. I. L. Tilden, 1029 
Kapiolani St., Honolulu. 

IDAHO: Examination and Endorsement. Boise, July 12-14. Sec., Mr. 
Armand L. Bird, 364 Sonna Bidg., Boise. 

ILLiNoIs: Examination and Reciprocity. Chicago, Oct. 5-7. Supt. of Regis- 
tration, Mr. Frederic B. Selcke, Capitol Bldg., Springfield. 


MAINE: Examination and Endorsement. Augusta, July 13-14. Sec., Dr. 
Adam P. Leighton, 192 State St., Portland. 

MASSACHUSETTS: Examination. Boston, July 13-16. Sec., Dr. Robert C. 
Cochrane, Room 37, State House, Boston. 

MINNESOTA:* Examination and Reciprocity. Minneapolis, Oct. 19-21. Sec., 
Dr. E. M. Jones, 230 Lowry Medical Arts Bldg., St. Paul 2. 

Montana: Examination and Reciprocity. Helena, Oct. 4. Sec., Dr. S. A. 
Cooney, 214 Power Block, Helena. 

NEw HAMPSHIRE: Examination and Reciprocity. Concord, Sept. 8-9. Sec., 
Dr. John S. Wheeler, 107 State House, Concord. 

NEw Mexico:* Examination and Reciprocity. Santa Fe, Oct. 11-12. Sec., 
Dr. R. C. Derbyshire, 227 E. Palace Ave., Santa Fe. 

NEw York: Examination. Albany, New York, Syracuse and Buffalo, 
June 29-July 2. Sec., Dr. Stiles D. Ezell, 23 S. Pearl St., Albany 7. 
NorTH Caro.ina: Reciprocity. Blowing Rock, July 30. Sec., Dr. Joseph J. 

Combs, Professional Building, Raleigh. 


PENNSYLVANIA: Examination. Philadelphia and Pittsburgh, July 13-15. 
Acting Sec., Mrs. Margaret G. Steiner, Box 911, Harrisburg. 


SoutH Dakota:* Examination. Vermillion, July 20-21. Reciprocity can be 
obtained at any time between meetings of board. Executive Secretary, 
Mr. John C. Foster, 300 First National Bank Blidg., Sioux Falls. 

WASHINGTON: Examination. Seattle, July 12-14. Reciprocity. Seattle, July 
11. Sec., Mr. Edward C. Dohm, Department of Licenses, Olympia. 

WEsT VirGiNiA: Examination and Reciprocity. Charleston, July 12-14. Sec., 
Dr. N. H. Dyer, State Office Bidg., Charleston. 

WISCONSIN:* Examination and Reciprocity. Milwaukee, July 13-15. Sec., 
Dr. Thomas W. Tormey, Jr., State Office Bldg., Madison 2. 

ALASKA:* On application. Sec., Dr. W. M. Whitehead, 172 South Franklin 
St., Juneau. 

Hawa. Examination. Honolulu, July 12-15. Sec., Dr. I. L. Tilden, 1020 
Kapiolani St., Honolulu. 

Puerto Rico: Examination. San Juan, Sept. 7-11. Sec., Dr. Joaquin 
Mercado Cruz, Box 9156, Santurce. 


BOARDS OF EXAMINERS IN THE BASIC SCIENCES 

ALaskKa: On application. Juneau or other towns in Territory as decided 
by Board. Reciprocity. On application. Sec., Dr. C. Earl Albrecht, 
Box 1931, Juneau. 

Co.orapo: Examination. Denver, Sept. 8-9. Sec., Dr. Esther B. Starks, 
1459 Ogden St., Denver 18. 

MICHIGAN: Examination. Detroit and Ann Arbor, Oct. 8-9. Sec., Mrs. 
Anne Baker, Mason Bldg., Lansing 2. 

NesrRASKA: Examination. Omaha, Oct. 5-6. Director, Mr. Husted K. 
Watson, Room 1009, State Capitol Bidg., Lincoln 9. 

New Mexico: Examination. Santa Fe, July 18. Sec., Mrs. Marguerite 
Cantrell, P. O. Box 1522, Santa Fe. 

OKLAHOMA: Examination. Oklahoma City, August 27-28. Sec., Dr. Clinton 
Gallaher, 813 Braniff Bldg., Oklahoma City. 

OREGON: Examination. Portland, Sept. 11 and Dec. 4. Sec., Mr. Charles D. 
Byrne, State Board of Higher Education, Eugene. 

Ruope IsLaNp: Examination. Providence, August 31. Administrator of 
Professional Regulation, Mr. Thomas B. Casey, 366 State Office Bldg., 
Providence. 

Texas: Examination. October. Location to be determined by the number 
of applications from each section of the state. Sec., Brother Raphael 
Wilson, 407 Perry-Brooks Bldg., Austin. 

WISCONSIN: Examination. Madison, Sept. 24. Milwaukee, Dec. 4. Sec» 
Mr. W. H. Barber, 621 Ransom St., Ripon. 





*Basic Science Certificate required. 
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DEATHS 


Wilcox, Archa Edward ® Minneapolis; born in Minneapolis 
Nov. 10, 1876; University of Pennsylvania Department of 
Medicine, Philadelphia, 1899; established himself in medical 
practice in Minneapolis in 1902, and taught surgery first at 
Hamline University and then at the University of Minnesota 
Medical School, where he was associate professor emeritus of 
surgery at the time of his death; president of the Minnesota 
Academy of Medicine in 1934-1935; member of the Minneapolis 
Surgical Society, Southern Minnesota Surgical Society, and 
Western Surgical Society; fellow of the American College of 
Surgeons; during World War I served in the reserve officers 
corps and during World War II on the Selective Service Appeal 
Board; served as chairman of the committee on industrial health 
of the Minnesota State Medical Association and was also a 
member of the medical panel for occupational diseases for the 
state of Minnesota; as medical director of the Washburn-Crosby 
Company, established the first industrial department in this area; 
for many years a member of the Minneapolis Board of Charities 
and Corrections and of the Welfare Board; for a short time 
superintendent of Minneapolis General Hospital and served as 
chief of the surgical service and head of the medical staff for 
10 years; one of the organizers of the former Hillcrest Hospital 
and served as chief of staff at Abbott and Eitel hospitals; be- 
longed to the Minneapolis Club and the Minneapolis Institute 
of Arts; died April 6, aged 77, of mesenteric thrombosis and 
arteriosclerosis. 


Riley, Bryan Michael ® Omaha; born in Dawson, Neb., Feb. 7, 
1874; John A. Creighton Medical College, Omaha, 1900; pro- 
fessor emeritus of medicine at his alma mater, where he was 
successively instructor in medicine, associate professor of medi- 
cine, and clinical professor of medicine from 1903 to 1917, 
professor of medicine and head of the department from 1917 
to 1933, and dean from, 1933 to 1939; member of the adminis- 
trative board and secretary of the board at the university from 
1916 to 1933, when he became chairman; specialist certified by 
the American Board of Internal Medicine; fellow of the 
American College of Physicians; past president of the Omaha- 
Douglas County Medical Society and Mid-West Clinical Society; 
consulting physician at Douglas County Hospital; affiliated with 
Creighton Memorial St. Joseph’s Hospital and St. Catherine’s 
Hospital; died April 19, aged 80. 


Haskin, William Henry, Babson Park, Fla.; Medical Department 
of the University of California, San Francisco, 1889; specialist 
certified by the American Board of Otolaryngology; member of 
the American Academy of Ophthalmology and Otolaryngology, 
American Laryngological, Rhinological and Otological Society, 
of which he was president in 1925 and secretary from 1917 to 
1924, and the American Otological Society; formerly practiced 
in New York City, where he was surgeon, director of the aural 
department, Manhattan Eye, Ear and Throat Hospital; died in 
Lake Wales (Fla.) Hospital March 11, aged 84, of chronic myo- 
carditis. 


Allison, Joe Alec ® Grapevine, Texas; Fort Worth School of 
Medicine, Medical Department of Texas Christian University, 
1898; died April 20, aged 81, of coronary thrombosis. 


Andrews, Leila Edna ® Oklahoma City; Northwestern Univer- 
sity Woman’s Medical School, Chicago, 1900; specialist certified 
by the American Board of Internal Medicine; fellow of the 
American College of Physicians; served on the faculty of the 
University of Oklahoma School of Medicine; on the retired staff 
of St. Anthony’s Hospital; died April 28, aged 77, of cerebral 
thrombosis and general arteriosclerosis. 


Beale, Charles Clark, Mount Sterling, Ohio; Ohio State Univer- - 


sity College of Medicine, Columbus, 1929; formerly practiced in 
Circleville, where he was health commissioner of Pickaway 
County; served during World War II; died in Mount Carmel 
Hospital, Columbus, April 11, aged 51, of cerebral embolism. 





@ Indicates Member of the American Medical Association. 


Bernfeld, Samuel Joachim, New York City; Cornell University 
Medical College, New York, 1904; died April 20, aged 75. 


Birkenmayer, Wilson Clayton ® Denver; Denver College of 
Medicine, 1902; an examiner for the War Department during 
World War I; died March 13, aged 77, of general carcinomatosis. 


Bishop, William Thomas @ Sedalia, Mo.; University of Missouri 
School of Medicine, Columbia, 1901; served during World War 
I; county coroner; city and county physician; on the staff of the 
John H. Rothwell Memorial Hospital; died April 21, aged 85, 
of coronary embolism. 


Cabot, Verne Seymour © Minneapolis; University of Minnesota 
Medical School, Minneapolis, 1913; served in France during 
World War I; fellow of the American College of Surgeons; 
affiliated with Deaconess Hospital, Swedish Hospital, and St. 
Barnabas Hospital, where he was chief of staff; died March 8, 
aged 64, of coronary arteriosclerosis. 


Cash, William Henry ® Lenox, Iowa; National Medical Univer- 
sity, Chicago, 1906; served as president of the Taylor County 
Medical Society; died in St. Mary’s Hospital, Rochester, Minn., 
April 23, aged 82, of subdiaphragmatic abscess and lympho- 
sarcoma of stomach with perforation. 


Clinton, Lloyd Brandon ® Carthage, Mo.; Northwestern Univer- 
sity Medical School, Chicago, 1917; fellow of the American 
College of Surgeons; on the staff of the McCune-Brooks Hos- 
pital; died May 15, aged 62. 


Cooke, Persifor Marsden, Denver; Hahnemann Medical College 
and Hospital of Philadelphia, 1886; died March 31, aged 93, of 
coronary thrombosis. 


DeGarmo, Philip William ® Poughkeepsie, N. Y.; McGill 
University Faculty of Medicine, Montreal, Canada, 1913; served 
overseas during World War I; affiliated with Hudson River State 
Hospital and the Vassar Brothers Hospital, where he died 
March 29, aged 65. 


Delle, Oscar Artus ® York New Salem, Pa.; Medico-Chirurgical 
College of Philadelphia, 1912; medical examiner for the public 
schools since 1914; died in Miami Beach, Fla., March 1, aged 
67, of pulmonary edema. . 


Donaldson, James Earle ® Kansas City, Mo.; University Medical 
College of Kansas City, 1896; died in the General Hospital 
March 18, aged 79, of acute cystitis and pyelonephritis. 


Fountain, Oliver Reynolds ® Rowley, Mass.; Harvard Medical 
School, Boston, 1903; school physician; affiliated with Cable 
Memorial Hospital in Ipswich, where he died April 24, aged 74, 
of cerebral hemorrhage. 


Ganzel, Arnold Walter, Cincinnati; Eclectic Medical College, 
Cincinnati, 1919; at one time on the faculty of his alma mater; 
affiliated with Brown County Hospital in Georgetown, Ohio, 
and the Bethesda Hospital, where he died April 29, aged 65, 
of a heart attack. 


Gillette, Edward Porter ® Toledo, Ohio; University of Michigan 
Medical School, Ann Arbor, 1922; fellow of the American 
College of Surgeons; past president of the Northern Tri-State 
Medical Association; affiliated with St. Luke’s Hospital, where 
he died May 2, aged 57, of myelogenous leukemia. 


Gilmore, Irvin Thompson ® Hughesville, Pa.; Jefferson Medical 
College of Philadelphia, 1914; past president of the Lycoming 
County Medical Society; treasurer of the board of managers of 
the Muncy Valley Hospital, of which he was one of the founders; 
died April 17, aged 61, of coronary thrombosis. 


Gregory, Archie Lee @ Saltillo, Miss.; University of Tennessee 
College of Medicine, Memphis, Tenn., 1912; affiliated with 
Community Hospital, Tupelo; died April 24, aged 64, of cere- 
bral hemorrhage. 


Grunberg, Richard, Seattle; Medizinische Fakultat der Univer- 
sitat, Vienna, Austria, 1928; died April 30, aged 54. 
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Harris, V. L. ® Warwick, Ga.; Georgia College of Eclectic 
Medicine and Surgery, Atlanta, 1907; died in the Phoebe 
Putney Hospital, Albany, May 14, aged 73, of cerebral hemor- 
rhage. 


Henderson, Richard Collins, Richards, Mo.; University Medical 
College of Kansas City, 1906; for many years affiliated with 
Veterans Administration; died in Fort Scott, Kan., May 21, 
aged 78, of coronary thrombosis. 


Hoffmann, Norbert Louis, Pittsburgh; University of Pittsburgh 
School of Medicine, 1909; died in Hialeah, Fla., April 13, aged 
67, of acute coronary thrombosis. 


Jamison, John Henry ® Denver; University of Kansas School 
of Medicine, Kansas City, Kan., 1926; specialist certified by 
the American Board of Radiology; member of the Radiological 
Society of North America, Inc.; fellow of the American College 
of Radiology; on the staff of the Children’s Hospital and Presby- 
terian Hospital, where he was president of the staff; died March 
6, aged 60, of metastatic carcinoma. 


Jordan, Stuart Smith ® McKeesport, Pa.; University of Penn- 
sylvania Department of Medicine, Philadelphia, 1904; died 
May 6, aged 79. 


Kadetz, Moses Michel ® New York City; Long Island College 
Hospital, Brooklyn, 1914; died in the Lenox Hill Hospital May 
12, aged 67. 


Kerr, Robert Henderson © Alma, Neb.; University of Nebraska 
College of Medicine, Omaha, 1915; president of the Harlan 
County Medical Society; served on the school board; on the 
staff of the Alma Memorial Hospital; died May 9, aged 71, of 
coronary thrombosis. 


Letellier, Adolphe © Seneca Falls, N. Y.; Queen’s University 
Faculty of Medicine, Kingston, Ontario, Canada, 1897; died 
March 19, aged 80. 


McSwain, George Randle © Paris, Tenn.; Vanderbilt University 
School of Medicine, Nashville, Tenn., 1914; served during 
World War I; member of the Southeastern Surgical Congress; 
fellow of the American College of Surgeons; served as secretary 
and president of the West Tennessee Medical and Surgical 
Association; owner of the McSwain Clinic, where he died April 
29, aged 63, of cirrhosis of the liver. 


Meadows, Reuben Wilbert, Carrington, N. D.; Western Univer- 
sity Faculty of Medicine, London, Ontario, Canada, 1902; died 
in Carrington Hospital March 21, aged 74, of auricular fibrilla- 
tion and coronary insufficiency. 


Micheli, Arthur John ® Indianapolis; Indiana University School 
of Medicine, Indianapolis, 1916; affiliated with St. Vincent’s, 
Indianapolis General, and Methodist hospitals; died April 22, 
aged 65, of myocardial failure due to coronary insufficiency. 


Motheral, Jeff Davis, Katy, Texas; Hospital College of Medicine, 
Louisville, Ky., 1904; served during World War I; died in 
Houston Feb. 4, aged 75, of arteriosclerotic heart disease. 


Nutt, Walter Elwyn @ Methuen, Mass.; Baltimore University 
School of Medicine, 1899; affiliated with Lawrence (Mass.) 
Hospital; served as physician at the Henry C. Nevins Home for 
the Aged; died April 18, aged 79, of carcinoma of the cecum. 


Page, Albert William ® Scarsdale, N. Y.; Columbia University 
College of Physicians and Surgeons, New York, 1902; an Associ- 
ate Fellow of the American Medical Association; served on the 
staff of the White Plains (N. Y.) Hospital; for many years 
examining physician for the New York Hospital, Westchester 
Division, where he died April 16, aged 76, of pneumonia and 
heart failure. 


Pruit, Lee Tinkle © Beaumont, Texas; Tulane University of 
Louisiana School of Medicine, New Orleans, 1923; specialist 
certified by the American Board of Internal Medicine; fellow 
of the American College of Physicians; served during World 
War II; on the staffs of the Hotel Dieu and St. Therese hospitals 
and Baptist Hospital of Southeast Texas; died April 4, aged 55, 
of cerebral hemorrhage. 


Samuels, Lynn, Carrollton, Mo.; College of Physicians and 
Surgeons, Keokuk, Iowa, 1881; died March 10, aged 102, of 
bronchopneumonia. 








J.A.M.A., July 16, 1954 





Sayer, Stanley Wilson ® St. Petersburg, Fla.; Syracuse Univer. 
sity College of Medicine, 1902; an Associate Fellow of the 
American Medical Association; member of the Medical Society 
of the State of New York; formerly practiced in Gouverneur. 
N. Y., where he was district state health officer; retired April 7. 
1948, after more than 30 years’ service on the staff of the New 
York State Department of Health; died May 4, aged 73, of 
coronary occlusion. 


Shelley, Reuben Wilson ® Buffalo; University of Michigan 
Medical School, Ann Arbor, 1919; from 1921 to 1927 medical 
superintendent of the Lockport (N. Y.) Sanatorium; clinical 
assistant and attending physician at the Buffalo General Hos.- 
pital; died April 18, aged 58, of brain tumors. 


Sherman, Charles Snyder © North Tonawanda, N. Y.; Hahne- 
mann Medical College and Hospital of Philadelphia, 1937: 
physician for the city of Tonawanda and school physician of 
North Tonawanda; member and secretary of the staff of DeGraff 
Memorial Hospital, where he died April 21, aged 42, of car- 
cinoma of the transverse colon. 


Starkes, Carlton Culley ® Colonel, U. S. Army, retired, Lin- 
wood, N. J.; Western Reserve University School of Medicine, 
Cleveland, 1914; served during World War I; entered the regular 
army as a first lieutenant in 1920; promoted to captain in 1922, 
major in 1931, and lieutenant colonel on March 6, 1939; retired 
March 31, 1945, with rank of colonel, which began March 1, 
1945; died in Shore Memorial Hospital, Jersey City, Apri! 23, 
aged 65, of dissecting abdominal aortic aneurysm, arterio- 
sclerosis, and coronary artery disease. 


Statler, Oliver Isaiah © Huntley, Ill.; Rush Medical College, 
Chicago, 1906; served during World War I; on the staff of 
Sherman Hospital and St. Joseph’s Hospital, Elgin, where he 
died April 20, aged 74. 


Tarasi, Rocco Frank ® Pittsburgh; Temple University School of 
Medicine, Philadelphia, 1931; served as chief, department of 
urology, Columbia Hospital, Wilkinsburg; died April 16, aged 
50, of coronary heart disease. 


Unger, David © Des Moines, Iowa; Jolin A. Creighton Medical 
College, Omaha, 1906; on the staff of the Mercy Hospital; died 
March 6, aged 77, of angina pectoris. 


Varble, William Marshall ® Jeffersonville, Ind.; Kentucky 
University Medical Department, Louisville, 1901; for many 
years health commissioner of Clark County; died May 2, aged 76. 


Vogt, Ferdinand August © Miami, Fla.; Emory University 
School of Medicine, Atlanta, 1919; member of the Southeastern 
Surgical Congress and the Industrial Medical Association; fellow 
of the American College of Surgeons; served as president of 
the Florida Association of Industrial and Railway Surgeons; 
affiliated with Jackson Memorial, Victoria, and Mount Sinai 
hospitals; died May 3, aged 57, of coronary infarction. 


Waldstein, Ernst ® New York City; Deutsche Universitit 
Medizinische Fakultat, Prague, Czechoslovakia, 1904; specialist 
certified by the American Board of Ophthalmology; affiliated 
with New York Eye and Ear Infirmary and the Sydenham 
Hospital; died May 15, aged 75, of cancer. 


Wilcox, Frederick P., Philadelphia; Hahnemann Medical College 
and Hospital of Philadelphia, 1886; died March 31, aged 89, 
of uremia and chronic interstitial nephritis. 


Wilson, Ralph @ Shirley, Ind.; Central College of Physicians 
and Surgeons, Indianapolis, 1896; died in New Castle May 6, 
aged 84, of arteriosclerosis. 


Wisser, John Joseph @ St. Joseph, Mo.; Central Medical College 
of St. Joseph, 1895; died May 20, aged 81. 


Wooley, Jerald Guy, Bethesda, Md.; University of Georgia 
Medical Department, Augusta, 1910; member of the Socitty 
of American Bacteriologists; for many years affiliated with 
U. S. Public Health Service; died April 20, aged 64, of a heart 
attack. 


Yates, Frederick ® Washington, D. C.; Howard University 
College of Medicine, D. C., 1902; George Washington Univer 
sity School of Medicine, 1904; died in Emergency Hospital May 
27, aged 76, of cerebral hemorrhage. 
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AUSTRIA 


Malignant Hypertension.—At the meeting of the Society of 
Physicians held in Vienna on March 5, 1954, Dr. McMichael 
of London discussed the treatment of hypertension. In some 
cases, a cure was obtained by the removal of a kidney or of 
a pheochromocytoma. Under certain circumstances, a cure of 
hypertension cannot be obtained by removing its cause. The re- 
sults of sympathectomy have been disappointing. At present 
the methonium compounds are the most effective drugs for re- 
ducing blood pressure. Because of their undesirable side-effects, 
their administration must be reserved for the severest cases. 
Not only disappearance of retinitis but also diminution in the 
size of the previously enlarged heart may result from the ad- 
ministration of methonium derivatives to patients with malig- 
nant hypertension, provided that the effects of the drug on the 
blood pressure are carefully controlled. Of 24 patients with 
malignant hypertension so treated, 4 survived for two to four 
years; 9 additional patients survived for shorter periods and 
were in relatively satisfactory condition. The possibility of the 
occurrence of thromboses or hemorrhages cannot be excluded. 
The use of these drugs so far has shown that malignant hyper- 
tension may be reversible. Better methods for the reduction of 
blood pressure are still required. 

In the discussion, Dr. E. F. Hueber confirmed McMichael’s 
experiences. He stated that, in patients with progressive malig- 
nant hypertension, the blood pressure must be reduced, Although 
it is not possible to obtain a drop in blood pressure with the 
oral administration of hexamethonium, this may be achieved 
with the pure alkaloid, protoveratrine, that is preferred to other 
veratrtum alkaloids such as alkavervir (Veriloid). It exerts a 
stronger and more reliable depressive effect, and its side-effects 
are milder. None of the new drugs in their present form are 
ideal in permanently lowering dangerously increased blood pres- 
sures. It is, however, possible to obtain definite therapeutic 
effects with hexamethonium or with protoveratrine alone or 
combined with other substances. The disadvantages of using 
these drugs are of little importance when compared with those 
associated with ineffective sympathectomy. 


Dr. F. Miczoch stated that methonium given parenterally is 
the least toxic and subjectively best tolerated new hypotensive 
agent. Practically any blood pressure can be adjusted with this 
drug to any desired level. The difficulties begin when the patient 
is discharged; so far the blood pressure in only one patient 
has been stabilized on daily outpatient injections. Such a patient 
must measure his own blood pressure three times daily and 
adjust the dose accordingly. Because of these difficulties the 
combined treatment with hydralazine (Apresoline) or Raupina 
(a preparation of the alkaloids contained in the root of Ophioxy- 
lon |Rauwolfia] serpentinum [of the ajmaiine and serpentine 
group] as well as phytosterol, oleic acid, and unsaturated higher 
alcohols), with which quite satisfactory results may be obtained 
in most cases, is preferred. This treatment may also be com- 
bined with oral administration of hexamethonium, but, in pa- 
tients with severe hypertension who do not show an adequate 
response to the combined treatment, ambulatory parenteral 
treatment with large doses of hexamethonium may be the method 
of choice. 


Saponin Inhibition Test——At the meeting of the Society of 
Physicians of Vienna on March 12, 1954, Dr. A. Sole spoke 
on his saponin inhibition test. In contradistinction to earlier 
experiments, this inhibition test is performed with the patient's 
own blood. Increasing quantities of a 0.1% solution of pure 
saponin in isotonic sodium chloride solution are added to 0.5 cc. 
of 10% citrated blood that has been diluted in a ratio of 2:3 
with isotonic sodium chloride solution. More salt solution is 





The items in these letters are contributed by regular correspondents in the 
Yatious foreign countries. 


added to make 2 cc., and the degree of hemolysis is read after 
the mixture has stood for two hours at room temperature. Read- 
ings are taken with the electrocolorimeter as well as macro- 
scopically. The end-point of the test is that number of cubic 
centimeters of added saponin solution at which hemolysis be- 
comes complete (HP). Whereas normally the HP begins between 
0.4 and 0.6 cc. of the saponin solution, in certain disorders 
HP occurs only between 0.7 and 1.5 cc. or more. These con- 
ditions include obstructive jaundice, epidemic hepatitis, the 
lipid nephroses, advanced pregnancy, and diabetic coma. The 
test exhibits a close parallel to the clinical manifestations. 
Exact analyses of the total and free cholesterol levels demon- 
strated that hypocholesteremia, which hitherto was assumed to 
be the only cause of the inhibition of saponin hemolysis, is not 
sufficient to explain the extent of this inhibition, particularly in 
epidemic hepatitis. The relation between the saponin inhibition 
test and the erythrocyte count is without importance for the 
practical execution of the test. This factor as well as the avoid- 
ance of other difficulties (washing of erythrocytes, heterogenous 
or incompatible serum, etc.) and the fact that the patient’s own 
blood is used make the saponin inhibition test a simple method 
of examination that can be carried out everywhere without 
difficulties. 


Infantile Encephalitis—At the same meeting, Dr. O. Thal- 
hammer reported 219 cases of infantile encephalitis observed 
between 1920 and 1951. The four basic forms of encephalitis— 
generalized convulsive, hemiparetic, somnolent-ophthalmoplegic, 
and lethargic-paraparetic—occur chiefly in four age groups— 
nursing infants, children between 2 and 4, children between 
5 and 7, and those over 7. In the course of three decades covered 
by the study, the predominating age group for each type shifted 
(parallel with the general acceleration of the development of 
the child) from the higher to the lower age groups. Patients 
from the larger cities and from the higher social levels were 
on the average younger, and those from rural regions and from 
the lower social levels were older than the average in patients 
having the same type of encephalitis; furthermore, the average 
age of girls was slightly less than that of boys for every form 
of encephalitis. The scatter of one form of encephalitis over the 
two adjoining age groups became greater the less the two age 
groups differed regarding brain weight and head circumference, 
as manifestations of cerebral differentiation. The clinical find- 
ings of infantile encephalitis, which are largely independent of 
cause and type of pathological changes, are determined by age 
and the tempo of development of the patient, which in turn 
determine the degree of maturity of the brain, 


BRAZIL 


The Liver in Schistosomiasis—The macroscopic and micro- 
scopic findings of the hepatitis due to Schistosoma mansoni were 
studied by Dr. L. Bogliolo of Belo Horizonte (Hospital Rio de 
Janeiro 45:283, 1954), who observed 17 patients who died of 
the hepatosplenic form of schistosomiasis. Fourteen patients 
showed “clay pipe stem” cirrhosis of Symmers or “coarse: peri- 
portal cirrhosis” of Hashem pathognomonic of the hepato- 
splenic form of schistosomiasis. This consists of a chronic 
productive granulomatous, fibrotic phlebitis involving the con- 
nective tissue surrounding the large portal branches. The hepatic 
lobules retain their morphological and functional individuality, 
and the normal architecture of the liver is preserved in spite of 
the marked thickening of the connective tissue framework. Two 
of the 17 cases had a second type of lesion seeming to correspond 
in part to the “diffuse bilharzial cirrhosis” of Hashem. The 
fibrotic inflammatory process is the same as in the aforemen- 
tioned cases, but it extends to the lobules forming true inter- 
lobular and perilobular septums. The cases classified under the 
previous two heads did not present any destruction on the 
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hepatic lobular architecture. Only one case presented a third 
anatomic picture completely different from the others and from 
those hitherto described in the literature. The lesion was limited 
to a part of the organ and was similar to that of the so-called 
“flint liver.” Histologically, the findings were identical with those 
of the preceding two groups, but its seat was intralobular. There 
was complete disorganization of the lobular architecture, but 
no rearrangement of structure. 

An analysis of the anatomic lesions showed in most cases, 
and notably in the clay pipe stem form, that the disturbance of 
the portal circulation is the result of rigidity and enlargement 
of the portal vessels caused by fibrosis and retraction of the 
peritoneal connective tissue, hypocontractility of the portal 
vessels caused by partial destruction of their muscular layer, 
and increase of the periportal capillary area by the formation 
of new capillaries. All these factors combine to enlarge the intra- 
hepatic portal circulatory area and cause a fall in the velocity 
of blood flow. This mechanism, therefore, is entirely different 
from what occurs in Laennec’s cirrhosis characterized by di- 
minution of the portal area and mechanical obstruction of the 
portal circulation. In none of the 17 cases did the circulatory 
disturbance result from portal thrombosis nor could the macro- 
scopic and microscopic findings be mistaken for any of the 
fibrotic liver diseases. 


Vesicogenital Fistulas—Dr. Clovis Salgado of Belo Horizonte 
reported on 115 patients with urogenital fistulas (An. brasil. 
ginec. 37:129, 1954). He stressed the significance of the ailment 
among the lower classes with its medicosocial implications. 
Ninety-one per cent of these patients were from surrounding 
rural sections with poor medical facilities. The condition in 101 
patients was the result of neglected labor and was followed in 
13 patients by sequelae of operations (in 11 patients Wertheim’s 
operation). The most frequent complications were syphilis (19 
patients), anemia (12), rectovaginal fistula (10), vaginal atresia 
(10), and severe vaginal stenosis (8). One hundred seventy 
operations were performed on these 115 patients; 91 were 
operated on once, 11 twice, and the remaining 13 from 3 to 8 
times. The author concluded that urogenital fistulas must be 
operated on as soon as possible to avoid the risk of ascending 
infection. One patient had severe pyelonephritis and in conse- 
quence lost one kidney. For the repair, the vaginal route is 
preferred, frequently aided by a Schuchardt’s incision, which 
was used for 91 patients. The author’s technique was aimed at 
obtaining maximal mobilization of the bladder to permit two 
or three superposed sutures without causing too much tension. 
Dr. Salgado’s technique involves using the peritoneum as a 
closure material. This was possible in 65 of the patients in this 
series. The most difficult feature is the reestablishment of urinary 
continence when the sphincter is impaired. The author has used 
successfully the suburethral myorrhaphy of the bulbocavernous 
muscles. 


Congenital Atresia of the Esophagus.—Dr. V. Carvalho Pinto 
and his co-workers of Sao Paulo reported a series of 30 infants 
with congenital atresia of the esophagus (Rev. paulista med. 
44:1, 1954). Fifteen were studied at autopsy and 15 were 
operated on by the authors, with one survival. This was the 
only survival registered in Brazil and the second in all Latin 
America, the first one having been reported in Uruguay in 1951 
by J. C. Barani. The surviving patient underwent primary 
anastomosis through the extrapleural route. Of the 30 patients, 
26 were classified as having atresia of the esophagus with fistula 
between the distal segment and the trachea (type 3b according 
to Vogt’s classification) and 4 as having type 2 or atresia of 
the esophagus without communication with the trachea. Seven 
patients were girls and 23 were boys; 18 weighed less than 2,500 
gm. Vomiting was observed in 27, cyanosis in 20, dyspnea in 9, 
and salivation in 9. In eight, there were associated malforma- 
tions, six of these being an imperforate anus. The type of 
operation performed was mainly the primary anastomosis— 
extrapleural in seven, and transpleural in two. The other types 
of operation used were gastrostomy in one patient and gastros- 
tomy associated with primary anastomosis in two and with 
colostomy in two. 


J.A.M.A., July 10, 1954 


ECUADOR 


Proteins in Vegetables.—For the last three years the authorities 
of the Instituto de la Nutricion (Quito) have made analyses of 
several hundred vegetables used as food in Ecuador. Certain 
vegetables, especially quinoa and chocho, are extremely rich 
in proteins. Quinoa (Chenopodium quinoa) grows rapidly and 
without special care in the high plateaus (2,600 to 3,000 m. 
above sea level) of the Andean regions. The cereal produced 
by this plant is a fine grain, similar to that of sesame, that con- 
tains 14 to 16% protein. This grain should be thoroughly 
washed with water before it is eaten to eliminate the bitter sub- 
stance (probably a saponine) present in its superficial coat. After 
thorough washing and drying, it can be stored for an indefinite 
period. It is used mainly in soup. Chocho (Lupinus variabilis) 
is a leguminous plant that grows in the same regions. It also 
requires no agricultural care. It grows naturally even in dry 
regions without irrigation. The fruit grows in a husk similar to 
a pea pod, but the seeds are flat rather than round. Its protein 
content is 24%, or more than that of soy beans. The chocho 
beans are left in a container in running water for a week to 
remove the very bitter saponine taste. The beans may then be 
cooked and have a taste similar to that of peanuts. They are 
used in a great variety of dishes either with salt or as a dessert. 
Dried chocho can be stored for a long time. At present, a kilo- 
gram of the dried seed costs about 30 cents. 


Lymphostatic Verrucosis.—Lymphostatic verrucosis is a chronic 
endemic dermatosis probably of infectious origin. The disease 
begins with a prolonged acute febrile stage. A plaque of ery- 
thema appears on the foot or in the lower third of the leg. 
The erythema progresses in recurrent bouts. The acute stage 
is followed by a chronic stage characterized by (1) edema in the 
zone of erythema and diffusion of edema to the entire foot and 
to the leg, up to the knee, (2) acute hyperkeratosis in the sole 
giving the impression that the foot is set on a heavy platform 
of wood, and (3) warts of various sizes at the heel, at the edges 
of the foot, and on the dorsal region of the roots of the toes. 
Verruca vulgaris, verruca plantaris, bartonellosis, leprosy, tuber- 
culosis cutis verrucosa, chronic streptococcic lymphadema, 
syphilis, pinta, yaws, chromoblastomycosis, madura foot, spero- 
trichosis, leishmaniasis with vegetating foot, and elephantiasis 
must be ruled out. Professor Leon of Quito found that lympho- 
static verrucosis was rare in Ecuador, appearing only in certain 
valleys from the Andean plateaus to the Pacific coast. Cases 
previously reported in the literature was observed at plateaus no 
higher than 1,800 m. above sea level in Africa and Central 
America. Professor Leon observed cases in persons living on 
plateaus 2,400 m. above sea level. Because of the fact that the 
aforementioned plateaus are very near to the equinoxial line, 
climatologically those regions may be equivalent to regions at 
lesser altitudes but greater latitude in Central America (Gac. 
méd. Guayaquil 9:13, 1954). 


ENGLAND 


Socialist Complains of “Swindling” by Physicians in National 
Health Service.—Charges of swindling by a minority of physi- 
cians in the National Health Service were made in the House 
of Commons by Mr. Blenkinsop, former Socialist parliamentary 
secretary to the Ministry of Health. Mr. Macleod, Minister of 
Health, pointed out that there were 18,000 physicians in the 
general practitioners’ service and it was impossible to have uni- 
formity in this field. The house was debating the budget for 
the health service, the cost of which this year exceeded 500 
million pounds for the first time. The debate was reported in 
the national press on May 10. Opening the debate, Mr. Blenkin- 
sop alleged that a misleading account of the hospital situation 
had been given by several medical officers of health at recent 
congresses. A well-known medical officer had said that no 
progress had been made in hospital provision since 1948. This 
was demonstrably false. Throughout the country great advances 
had been made. The increase of 5.6 million dollars in the capital 
allocation for hospitals did no more than partially redress the 
severe cut made a year ago. There was a serious lack of capital 
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for even modest schemes. Fairly large expenditures on heating 
schemes, sanitation, and laundry work would result in enormous 
economies in the service. Pressure on management committees 
and regional boards for economy was bringing a sense of frus- 
tration. Total expenditure on the health service tended to rise, 
put there was no justification for a general charge of extrava- 
gance. Expenditure per head of population had tended to fall 
rather than to rise. He hoped that the minister would review 
the whole position in regard to prescription charges. There was 
a decrease in the number of adults receiving dental treatment 
because Of the charges. Instead of regular checks, they wait 
till they get a mouthful of cavities on the basis that, if they have 
to pay $2.80, they might as well get their money’s worth. 


The standard of general practice was good in most cases, but 
a serious proportion was bad. Most of these bad practices were 
in industrial areas. It was a pity that those physicians were 
getting payments to which they had no right. The new award 
to general practitioners was based on the assumption of 38.7% 
of expenses. “No one is going to make me believe that in these 
shocking practices anything like that amount is spent. In effect, 
they are swindling the Health Service. They are bringing con- 
tumely on other doctors who maintain, sometimes at great 
expense to themselves, the good standards of the profession,” 
he proclaimed. Executive councils should be encouraged to warn 
some of the worst of the offenders that, unless some immediate 
improvement was made, they could not be regarded any longer 
as practicing within the health service. 


Mr. Macleod said that the cost of the health service had 
climbed steadily since 1948. In England and Wales there had 
been an increase of 3.5 million dollars in the general medical 
service, reflecting the larger number of principals engaged as a 
result of the Danckwerts award. Added demand was responsible 
for an increase of 7 million dollars over the estimate for the 
general dental service. He had deliberately allocated less in 
proportion to the teaching hospitals than to the regiona! hospital 
boards, because this might be a difficult year for many boards 
in hospital maintenance. There was more scope for economy 
in the teaching hospitals. Recruitment of mental nurses, and 
other urgent forms of development, could and should be met 
by the hospitals with this amount of money. The outlook in the 
capital field was much more encouraging than for some time. 
Mr. Macleod pointed out that, though he had come to be 
regarded as an advocate of making charges in the health scheme, 
he was the only one of the four health ministers since 1948 who 
had not introduced a bill to impose charges. Mr. Bevan had 
introduced two. When the dental charges came into force under 
the 1951 act, the provision for dentures fell almost at once 
from 7.7 to under 4 million dollars. The figure had remained 
fairly constant at that level since. 

The number of conservative dental treatments, which in 1950- 
1951 were fewer than 4,500,000, rose despite the charges to just 
over 5 million in 1952-1953 and to about 5,500,000 in 1953- 
1954. The figure for the first quarter of 1954 was higher than 
in any previous quarter, and, as far as he could judge, that trend 
was going on in 1954-1955. The number of children’s treatments, 
170,000 in the last quarter of 1950, went up to 40% in 1951, 
100% in 1952, and 150% in 1953. At the same time, there had 
been no fall in conservative treatment for adults. Referring to 
the school dental service, Mr. Macleod recalled how the number 
of full-time dentists employed had fallen from 921 at the end 
of 1947 to only 713 in 1951. “We have more than restored the 
position to the peak it reached when the health service came in.” 


It was difficult to make comparisons in the pharmaceutical 
field, as the first year of the charge was completely distorted 
by the effects of the London fog, the east coast floods, and an 
influenza epidemic. Prescriptions dispensed numbered about 213 
million compared with the peak of 225 million. The cost had 
come down from a peak of 57 cents per prescription to about 
55% cents. The cost to the exchequer was 112 million against 
a peak of 127.5 million dollars and the patients were paying 
about $18,200,000. Warning Socialists to think carefully before 
abolishing the charges, should they be returned to power, he 
added: “They should ponder on some of the figures I have put 
forward and at least reflect that there may well be higher 
Priorities on which we can spend money in the health service 
than free laxatives and free vitamin pills.” 
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Commenting on observations made by Mr. Blenkinsop, the 
Minister said: “If we have some 18,000 doctors in the general 
practitioners’ service, of different ages, different outlooks, differ- 
ent communities, different backgrounds, it is impossible and 
wholly undesirable to have any sort of uniformity in this field.” 
In the year ending July 1, 1953, the number of physicians in 
partnership increased by over 1,000, or 3.6%. Of these, 555 
were previously assistants in the practices in which they became 
partners. A substantial number of physicians entering the service 
in 1952-1953 went into urban areas that were short of physicians. 
“I am satisfied this year with this estimate,” he concluded. “Al- 
though it will be difficult for hospitals to manage this year, we 
are going to be able to meet the main needs and go forward a 
little bit and the capital position does point to a much brighter 
future.” 

Mr. McNeil, in winding up for the Opposition, congratulated 
the minister on his quiet and firm reaction to lack of cooperation 
by manufacturers of unnamed proprietary drugs. Positive medi- 
cine was in danger of not being given sufficient emphasis in the 
operation of the health service. The creation of health centers 
and of group practices was essential. The Labor party would 
demolish the charges for dentistry and prescriptions when it 
came into power. These operated unfairly on a section of the 
community most in need and were not in the best interests of 
the service. 

Mr. Galbraith said: “We might be on the eve of great achieve- 
ments with tuberculosis.” The death rate from respiratory tuber- 
culosis in Scotland last year dropped by 18%—to 23 deaths per 
100,000 of the population. This compared with 66 per 100,000 
in 1948. In England and Wales the drop was 16%. The death 
rate was down to 22.2 per 100,000. It was hoped to go ahead 
with mass radiography drives. If the general hospitals in Eng- 
land cooperated, they might get rid of tuberculosis waiting lists 
within a generation, if not earlier. 


Remuneration of Hospital Medical Staff.—Increases in remun- 
eration for hospital staff members have already been mentioned 
in this column. Since the publication of the new increases, there 
was remarkably little correspondence on the subject, a fact that 
might indicate contentment or apathy. Such letters as have 
been received complained that the comparison between what 
hospital medical staff now obtained and what general practi- 
tioners had obtained thanks to the Danckwerts award was un- 
favorable to the former. It was difficult to make a valid com- 
parison between the remuneration of consultants and general 
practitioners, but, broadly speaking, there was a close approxi- 
mation in the actual increases that each side received on the 
basis of the 1939 figures submitted by Prof. Bradford Hill. Sir 
Russell Brain, chairman of the staff side, said they had claimed 
from the beginning that they ought to have arbitration, but 
that, even if they got it, it would not follow that they would 
get another Danckwerts award. Arbitration was a double-edged 
weapon. He stated categorically that neither side had repudi- 
ated Spens in the settlement and that “Spens still remains our 
[the staff side’s] charter.” The staff side was free to open nego- 
tiations at any time on any point, including betterment. With 
regard to the secret nature of the negotiations, it was impossi- 
ble, he said, that terms should be stated publicly in negotiations 
of this kind, unless such terms had previously been agreed, be- 
cause, if agreement were not reached, either side might be preju- 
diced in a subsequent inquiry. 

The following resolution was carried: “Bearing in mind the 
difficulties under which the negotiations have been conducted, 
the Central Consultants and Specialists Committee approves the 
action of the Staff Side representatives on Committee “B” of 
the Medical Whitley Council in agreeing to the terms of re- 
muneration recently announced. In particular it notes with sat- 
isfaction the intention of its Staff Side representatives to seek 
further improvement in the salary scales of S. H. M. O.’s and 
to press for payment of allowances and domiciliary consultation 
fees to whole time officers.” Some members believed that an 
editorial in the British Medical Journal had been critical of the 
agreement reached on the remuneration of hospital medical 
staff, that it was reprehensible and irresponsible, and that it con- 
tained substantial inaccuracies. It was not the official view of 
the British Medical Association. 
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In a correspondence between Mr. Macrae, secretary of the 
British Medical Association, and Sir John Hawton, permanent 
secretary to the Ministry of Health, Mr. Macrae said that it is 
quite clear that, whereas the Danckwerts award went a long 
way toward full implementation of one Spens report, the com- 
mittee “B” agreement falls far short of full implementation of 
the other Spens report. He asked whether he would be right 
in concluding that government policy, while favoring the main- 
tenance of an equitable relationship between the financial re- 
wards of general practice and of hospital practice, is opposed 
to the recognition of what we might call the Spens relationship 
as the equitable one and whether if is a correct statement of 
the view of the government or of the view of the Minister of 
Health. Sir John Hawton replied that the minister is certainly 
of the opinion that there should be a proper relationship be- 
tween the financial rewards of general practice and of hospital 
practice and that this must be determined in the light of all the 
relevant factors obtaining at any given time, rather than by a 
mere reference back to the contents of reports that were pro- 
duced years ago and before there had been any experience of. 
the working of the National Health Service under modern con- 
ditions. 

Mr. Macrae answered that the council of the British Medical 
Association repudiates the suggestion as to the present status 
of the Spens reports that appears to be implied in Sir John’s 
letter and that it has adopted the following resolution: “That 
the Council reaffirms its policy to adhere to the basis of re- 
muneration enunciated in the Spens Reports.” The council also 
agreed to the following resolution: “That the Council, notwith- 
standing its acceptance of the terms of the recent agreement on 
remuneration of hospital staffs, deplores the secrecy which en- 
shrouded the negotiations, and hopes that such secrecy may be 
avoided in future negotiations, with the Government on terms 
and conditions of service of hospital medical staffs.” 

An editorial in the British Medical Journal for May 15 com- 
ments that, in the future, joint consultation on remuneration 
between consultants, those they represent, and general practi- 
tioners would be desirable, indeed imperative, if unity of effort 
and aim is to be maintained not only in the interests of those 
now working in the National Health Service but in the interests 
of future generations especially, but neither section of the pro- 
fession should let the guile of the politician wheedle them out 
of the standard of living promised by the two reports drawn 
up on the basis of carefully ascertained statistics by responsible 
committees presided over by Sir Will Spens. 


Proceedings of the Council of the British Medical Association.— 
The council has issued a supplementary report that gives evi- 
dence of its many problems. Some involve negotiation with the 
Ministry of Health, and some are concerned with filling in the 
gaps in the National Health Service. Another attempt is being 
made to persuade the minister to agree to allow patients at- 
tended privately outside the National Health Service to obtain 
drugs and appliances on the same terms as those who now re- 
ceive them through the National Health Service. 

The Central Consultants and Specialists Committee is making 
suggestions for revising its constitution and for representation 
thereon from the periphery. The electorate of regional commit- 
tees should consist of those members of hospital medical staffs 
and all other specialist units who are consultants and senior 
hospital medical officers. Mental hospitals should form a separate 
electorate, and medical officers of health and general practition- 
ers should be co-opted. 

In an effort to correct the unequal distribution of junior 
hospital staff, it is suggested that the average period spent in 
hospital by a young physician should be increased and that 
there should be greater security of tenure (1) by improving the 
prospects of promotion through the nonteaching hospitals and 
(2) by providing incentives to encourage those who intend ulti- 
mately to make their career mainly in some form of medical 
practice outside the hospital service to seek hospital experience 
beyond that provided by preregistration appointments. It is 
suggested that the existing five salary grades be replaced by two 
broad salary ranges, e. g., medical officer, earning from $1,960 
to $2,800, and senior medical officer, earning from $3,080 to 
$5,600, and that all medical staff below the consultant should 
be appointed within these ranges according to the needs of the 
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hospital. All appointments should be initially for a three or five 
year term. Some appointments should be part time and combined 
with other medical work, e. g., general practice. 

The council has given much thought to the problem of buying 
and selling goodwill and now submits the following recommen- 
dation: “That in view of (a) the practical difficulties of imple- 
menting the proposed scheme for the right to buy and sel] 
good-will, (b) the high capital outlay required by young practi- 
tioners to launch into practice, (c) the divided opinion in the 
profession as to the desire to introduce such a scheme, and 
(d) the known political resistance to any such proposal, no 
further action be taken.” 

An attempt is being made during the forthcoming year to 
negotiate an improved scale of remuneration for full-time jin. 
dustrial medical officers. An interim scale has been agreed, 
whereby a medical officer would receive a starting salary of from 
$2,800 to $5,040, rising within seven years to a scale varying 
between $5,040 and $7,560, according to responsibility. The 
council has informed the Board of Trade that it considers that 
the abolition of the apothecaries, troy, and pennyweight systems 
of measurement should take place over a period of 10 years. 

A special committee has prepared a report that recommends 
that physicians should receive more and better instruction in the 
recognition of intoxication. Other recommendations cover the 
provision of suitable facilities for recognition including patho- 
logical tests, with due regard to the interests of the detained 
person. 


Occupational Mortality—The  registrar-general’s decennial 
supplement, 1951, containing studies of occupational mortality 
in England and Wales, is commented on in the British Medical 
Journal of May 22, 1954. This publication is the more welcome 
in that it is 20 years since the previous occupational mortality 
analysis was undertaken. Since 1851 the registrar-general has 
taken the deaths registered in or about each census year and has 
related them to the numbers of persons enumerated in various 
occupations at the census; and since 1921 the occupations have 
been grouped into five social classes—1, professional occupa- 
tions; 2, intermediate; 3, skilled; 4, partly skilled; and 5, un- 
skilled occupations. This classification is purely occupational 
and takes no regard of personal circumstances, income, or edu- 
cation except is so far as these are reflected by a person's 
occupation. 

Among causes of death that, as in 1931, showed a steep 
gradient of increasing mortality from professional to unskilled 
occupations were bronchitis (standardized mortality ratio in- 
creasing from 33 in class 1 to 172 in class 5), pneumonia (43 
to 157), gastric ulcer (56 to 144), cancer of stomach (57 to 132), 
myocardial degeneration (67 to 137), and respiratory tuber- 
culosis (64 to 149, but only 62 in class 2). Coronary disease 
displayed the opposite tendency, with highest mortality (150) 
among professional men and lowest (89) among unskilled work- 
ers. One odd finding, however, was that the gradient for coronary 
disease in married women was in the opposite direction to men, 
a new development since 1931. With so much interest centering 
on cancer of the lung, it is worth observing that the social-class 
mortality gradient among men was indefinite in 1921 and 1931 
and in 1951 was lowest in social classes 1 and 2 (80 and 79) 
and highest in social classes 3 and 5 (108 and 116), the index 
for social class 4 being 89. There was evidence, as in 1931, of 
higher mortality from leukemia in professional than in unskilled 
occupations and of a similar, though less certain, gradient for 
appendicitis. 

An analysis of infant mortality and of stillbirths by social 
class shows that, despite the enormous reduction in mortality 
that has been achieved during recent decades, the characteristic 
social class differences have remained relatively unchanged. 
Total infant mortality has remained more than twice as high 
among the children of parents in unskilled occupations as among 
the children of those in professional occupations—rather less 
than twice as high for stillbirths and deaths of infants under 4 
weeks of age, but four times as high for infants dying between 
the ages of 4 weeks and 1 year. If social advance during the 
course of this century has been responsible, as most believe, for 
much of the recent improvement in infant mortality, it is clear 
that all sections of the community have shared in these advances 
and that the social factors that influence infant mortality are 45 
widely dispersed as they were 30 years ago. 
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Hospital Waiting Lists—In the House of Commons, Dr. Barnet 
Stross asked the Minister of Health whether he had noted the 
variation in the average waiting time, after inclusion in the 
waiting list, for patients who required major operations for 
tuberculosis, cancer of the lung and bronchus, or bronchiectasis 
and how he proposed to shorten the waiting time, particularly 
in Wales. Mr. Macleod replied on May 6 that the waiting time 
was due primarily to the repaid increase in demand for thoracic 
surgery and the comparative shortage of thoracic surgeons and 
trained operating staffs. The number of surgeons had increased 
by 50% in the past three years and was likely to increase 
further, and the annual number of patients dealt with by thor- 
acic surgery departments rose by over 18% in 1953 and had 
nearly doubled since 1949. 

Dr. Stross said that in Wales the waiting period before treat- 
ment for tuberculosis was up to two years, and for bronchiec- 
tasis up to five years. The Minister of Health said they were 
doing all they could to iron out the serious discrepancies be- 
tween the regions. One method was by consultation between 
senior assistant medical officers to see whether one region could 
help another. Mr. Somerville Hastings suggested the concentra- 
tion of patients in need of thoracic operations in a relatively 
large hospital, so that time would not be wasted by surgeons 
traveling from one hospital to another and so that better work 
could be done because of the treatment that a trained staff could 
give. Mr. Macleod observed that that was a far-reaching pro- 
posal and that he would like to consider its implications. 


Hospital Private Beds.—In the House of Commons on April 29, 
Mr. Moyle, a member of the Opposition, inquired what steps 
were taken to ensure that private beds were not reserved for 
the use of fee-paying patients when there were patients with 
urgent or chronic conditions on the general waiting list. Miss 
Pat Hornsby Smith, under secretary to the Ministry of Health, 
replied that the National Health Service Act specifically pro- 
vided for patients in urgent medical need of treatment to be 
admitted to a pay bed without charge, if no alternative accom- 
modation was available. Mr. Moyle asked what view the min- 
ister took of the heavy fees paid by private patients for minor 
operations, like the removal of tonsils, for which they were able 
\o get attention within a week, whereas children had to wait 
as long as six months. Miss Smith said she hoped he would not 
exaggerate these claims. In the hospitals in which he was 
interested, the minister had found that, whereas 25 tonsillecto- 
mies were done in a week in patients covered by the health 
service, there were only 4 in a year performed on private fee- 
paying patients. It was not fair to suggest that there was wide- 
spread abuse. 


Inquiry into Homosexuality and Prostitution.—It was announced 
in the House of Commons on April 29 that the home secretary, 
after giving careful consideration to various representations 
that had been made on homosexual offences and also close at- 
tention to the law relating to prostitution and solicitation gen- 
erally, had decided to appoint a committee to study both these 
questions. He believed that a thorough investigation by a well- 
qualified body would illuminate the scope and nature of these 
difficult and controversial matters and would make a valuable 
contribution to the problem of how the criminal law should deal 
with them. Sir Robert Boothby said that all the laws relating 
to this subject were enacted before any of the discoveries of 
modern psychology and were in any event out-moded. The 
duty of the state was to protect youth from corruption and the 
public from indecency and nuisance. What were called infanto- 
homosexuals should be segregated until they are cured—as 
indeed must all those who commit offences against children and 
young people of either sex, but to send confirmed adult homo- 
sexuals to prison for long sentences was not only dangerous 
but mad. The prisons, in their present overcrowded condition, 
were factories for the manufacture of homosexuality. 

Sir Hugh Lucas-Tooth, under secretary at the Home Office, 
said that between 1938 and 1952 indictable offences known to 
the police had increased between fourfold and fivefold. He 
thought that the reasons for the increase were not known. What 
medical science could do for those prisoners who were willing 
and able to be helped by psychological treatment was being 
done. Visiting psychotherapists had been appointed at certain 


FOREIGN LETTERS 1003 


prisons. The prison commissioners proposed to build a special 
establishment for mentally abnormal prisoners, and those with 
sexual and homosexual problems would be included, but those 
who could benefit were in a minority. 


Isle of Man Health Service.—The British Medical Journal of 
May 29, 1954, reports that the Manx Parliament has passed an 
amendment reducing the Isle of Man Health Services board’s 
estimates of $1,500,000 by $70,000. In proposing the amend- 
ment, Mr. H. H. Nicholls suggested that the cut could be made 
up for by charging inpatients subsistence at 42 cents a day, by 
charging for physiotherapy and electromedical treatment at 
28 cents per treatment, by revising the rates of medical re- 
muneration, by making them include maternity attendances, 
and by charging 50% of the cost of dental services. Mr. J. B. 
Molton, seconding, suggested an annual fee of $2.80 to be paid 
by everyone registering with a physician. This would bring in 
$56,000 a year. Sir Percy Cowley said that unless substantial 
cuts were made the day would soon come when the island’s 
health services would not be able to function because of lack 
of money. The Health Service Act had been passed without full 
realization of its implications. A means test for medical and 
other treatment might have to be considered. Last year a com- 
mission was set up to investigate the possibility of reducing the 
remuneration of Manx government employees to take account 
of the lower rate of income tax on the island. This proposal 
would have affected the remuneration of members of the medi- 
cal and other professions in the island and was strenuously 
opposed by the British Medical Association and other profes- 
sional organizations. As a result the commission decided that it 
would not recommend a measure that would be resented by 
important sections of the community and “possibly involving a 
serious administrative deadlock.” 


Hypnotist Lecturer Acquitted—The Manchester Guardian 
(April 29, 1954) reported that Mr. D. T. Watson, aged 46, 
believed to be the first person to be prosecuted under the 
Hypnotism Act of 1952, was acquitted at Northampton on a 
summons brought under the act. Watson was a lecturer at a 
meeting arranged by the International Friendship League at 
a Northampton cafe, and he was accused of giving a public 
demonstration of hypnotism on a young man at a place that 
was not licensed for it. The act says that “no person shall give 
an exhibition, demonstration, or performance of hypnotism on 
any living person at or in connection with an entertainment to 
which the public are admitted,” unless authorization has been 
given. The defense claimed that the lecture was not an enter- 
tainment and that the purpose of the act was to prevent the 
prostitution of hypnotism by persons who wanted to make 
money from it in theaters. The magistrates were satisfied that 
the demonstration was not an entertainment. 


Honesty of Health Service Physicians.—Sir David Campbell, 
president, General Medical Council, said that fraudulent practices 
by physicians in the National Health Service were not wide- 
spread. A warning he gave last November had been wrongly 
interpreted in some quarters as indicating that misdemeanors 
were common. This was neither intended nor implied. Sir 
David, presiding at the opening of the 188th session of the 
council, said that full registration had been given by the council 
to 721 commonwealth applicants and provisional registration to 
another 74. An additional 456 practitioners from commonwealth 
and foreign countries had been granted temporary registration 
to allow them to do postgraduate work in British hospitals. 
“The figures illustrate the great part our country is playing as 
a centre of higher medical education, not only for citizens of 
the Commonwealth but for those of many foreign lands,” he 
said. 


Association of Surgeons of Great Britain and Ireland.—The 
annual meeting of the Association of Surgeons of Great Britain 
and Ireland was held in May in the adjacent cities of Leeds and 
Harrogate. The British members at the meeting numbered about 
400 and, for the first time in the association's history, a similar 
number of American surgeons attended the meeting. On the 
afternoon of May 14 an imposing ceremony took place in the 
University of Leeds, when the degree of LL.D was conferred 
on Dr. Evarts Graham of the American College of Surgeons 
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and on Sir Cecil Wakeley, president of the Royal College of 
Surgeons of England. During the meeting the president of the 
association, Prof. Digby Chamberlain of Leeds, and Mr. P. R. 
Allison, a thoracic surgeon, received the honorary fellowship 
of the American College of Surgeons. 


Increase in Compensation Payments.—Compensation payments 
that health service hospital authorities are having to make to 
patients who sue them are going up. In the 12 months ending 
March 31, 1953, 268 authorities in England and Wales paid 
out $427,252 to settle these claims. The amounts ranged from 
less than $2.80 to $32,872. The total was $128,800 more than 
the previous year’s settlement costs and nearly three times that 
of the year before. 


Maintenance Cost in State Hospitals.—In 1952-1953 in England 
and Wales, according to a report of the auditor-general, the 
average net weekly cost of maintaining a patient varied as 
follows: general teaching hospital, $85; ordinary general hos- 
pital, $55; chronic sick hospital, $18.50; mental hospital, $12.50; 
and mental deficiency hospital, $12. 


ITALY 


Congress of Occupational Medicine.—The 19th national Con- 
gress of Occupational Medicine was held in Florence. Hon. 
Bel Bo, the undersecretary of labor, and Senator Veraldo, a 
representative of the commissioner of the Italian public health 
service, attended the opening session. Professor Ambrosio and 
Dr. Mazza of Naples reported on the aspects of natural im- 
munization in occupational poisoning. They discussed lysozyme 
and its relationships with resistance against infectious diseases 
and with natural immunity. Systematic research studies on the 
lysozyme in the blood of normal persons or persons with dia- 
betes or occupational poisoning (lead, trichlorethylene, carbon 
sulfide, or benzene) revealed that in poisoning the lysozyme is 
diminished. The decrease is proportional to the number of 
neutrophils present in the blood, and this is especially evident 
in lead poisoning. They concluded that poisons not only produce 
lesions in various organs but also cause marked diminution of 
the various factors of immunity. 

Professor Giromini of the National Institute of Medical 
Health Insurance discussed ancylostomiasis in farmers. He de- 
scribed ancylostomiasis as a disease that is common in Italy 
and is related to the geological constitution of the soil, the 
thermohygrometric condition, the type of farming, and the 
modes of fertilization. Professor Granati of the same institute 
discussed echinococcosis and reported the results of his observa- 
tions and studies on 5,848 patients with the disease who were 
seen in hospitals and clinics from 1941 to 1952. He concluded 
that conditions favorable to the diffusion of this disease are 
concentrated in the rural environment. Although from the 
clinical point of view echinococcosis should be considered an 
occupational disease, from the legislative point of view it should 
be considered an accident because it can be caused by a single 
contamination. 

Professor Vigliani of Milan reported on pulmonary diseases 
caused by dust in the textile industry. The diseases are caused 
by dust from cotton, hemp, and jute and include conditions 
such as byssinosis and Monday fever and epidemics of weaver’s 
cough and acute febrile bronchitis. All these diseases result from 
prolonged mechanical irritation of the respiratory mucosa by 
fragments of the fibers but also, and even to a greater extent, 
from allergic phenomena caused by sensitization to one or more 
of the constituents of dusts. He described an epidemic of 
weaver’s cough that occurred in 1952 in a cotton mill of the 
Lombardy region. The cause was traced to the inhalation of 
Aerobacter aerogenes toxin. From the insurance point of view, 


persons who work with linen and hemp and who contract bys- 


sinosis and chronic bronchitis with emphysema are not insured. 
He thinks that insurance should be introduced, perhaps limited 
to persons with a minimum of 10 to 15 years in the preparing 


and carding departments. 


Professor Guardascione of the National Institute of Insurance 
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cereals, flowers, hays, fertilizers, and antiparasitic agents. The 
products of the land can act on the body through the dusts they 
produce, through parasites and germs that are on them, or 
through toxic irritating substances and agents contained in them. 
Fertilizers, organic as well as chemical, and antiparasitic prod. 
ucts, insecticides as well as anticryptogamic substances, have a 
marked toxic power and constitute a dangerous source of jm. 
pairment to the farmer’s health. 

Professor Pancheri, of the National Institute for the Pre. 
vention of Accidents, stated that statistics related to farmers 
might be taken to indicate that accidents in this group are much 
less common than in industrial workers, but he emphasized the 
fact that the statistics for agriculture and industry cannot be 
compared because the insurance system is different for the two 
fields. He then discussed the farmer’s natural and artificial ep- 
vironment. Although it is difficult to make the natural environ. 
ment healthy, more can be done in this field than in the past, 
Among diseases of the natural environment are those caused by 
close association with animals. As for the artificial environment. 
Professor Pancheri confirmed the need for an extensive program 
to make the rural house a healthy place. 










NORWAY 


Criticism of the Doctorate of Medicine.—The Norwegian degree 
of doctor of medicine is an important stepping-stone to pro- 
motion to higher appointments in the medical world. It is based 
on a thesis, often running into several hundred printed pages, 
that is supposed to represent important original work. Many of 
these theses are rejected by their official judges with the result 
that the coveted degree is withheld after much time and money 
has been spent on it. There has been a growing sense of dis- 
satisfaction over the whole subject (Tidsskrift for den norske 
laegeforening). Professors Torgersen and Strém complain of the 
quality of these theses they have been obliged to reject, stressing 
the futility of not starting with a clear formulation of the prob- 
lems the prospective doctor of medicine sets out to solve. What 
a pity, Torgersen says, that the Norwegian author does not 
follow the Anglo-Saxon rule, with the opening phrase: “The 
purpose of the present investigation was . .” He suggests 
three solutions, one of which is that the whole system should 
be discarded. In apportioning blame, Stré6m pays much less 
attention to the young aspirants to the degree than to the heads 
of hospitals and other institutions who might well do more to 
help the younger generation master the principles and technique 
of scientific research. 

Dr. Henriksen, like Torgersen, considers discarding the whole 
system. Norwegian medical doctorate theses are, in his opinion, 
impressive by virtue of their volume, and it would seem that 
their intrinsic value is inversely proportional to their bulk. It 
is probable that whatever was new and valuable in these theses 
could be published in the medical press without cost to the 
author. One of Henriksen’s suggestions is that the degree could 
be replaced by a certificate earned by an appropriate course of 
studies and the passing of examinations. It is much easier to 
find fault with the present state of affairs than to devise a new 
system calculated to satisfy both the old school and the rising 
generation. 


Epilepsy After Shock Treatment.—Shock treatment was started 
at the Dale Asylum in 1938, and up to July 1, 1953, 337 
women and 363 men had been given either pentylenetetrazol 
(Pentrozol)-shock or electroshock or a combination of the two. 
A member of the staff of this asylum, Dr. Leif Foss, has pub- 
lished in Tidsskrift for den norske laegeforening, for April |, 
1954, a detailed account of nine schizophrenic patients who 
became subject to spontaneous attacks of epilepsy after shock 
treatment had been given many times. Among the 700 patients 
receiving shock treatment were 75 who had received more that 
50 such treatments each, and it was to this group that all the 
epileptic patients belonged. Thirty patients had received more 
than 100 shock treatments each, and 7 of the 9 epileptic patients 
belonged to this group. In some of the nine, epileptic fits begat 
to develop in the course of the shock treatment that was dis- 
continued for this reason. Others did not begin to suffer from 
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fits until some time after shock treatment had ceased, but in 
every case the fits followed closely enough the shock treatment 
to indicate that it was the cause. None of the nine had shown a 
tendency to epilepsy before admission to the asylum, and there 
was no known case of epilepsy in their families. The nine patients 
had each received from 73 to 493 shock treatments, and all had 
had at least 28 pentylenetetrazol-shock treatments. Foss places 
the blame for the epilepsy mostly on the pentylenetetrazol-shock 
treatments, and he suggests that the possibility of this compli- 
cation should be borne in mind before giving large numbers of 
such treatments. The prognosis with regard to the schizophrenia 
had been bad in all nine patients, and the shock treatment had 
effected some improvement of the psychosis. 

In a later number of the same journal, Dr. O. Lingjaerde 
doubts the validity of Foss’s argument that shock treatment 
provokes epilepsy. As all Foss’s patients were violent, Lingjaerde 
argues that their epilepsy was probably the outcome of blows 
on the head during bouts of violence, not the direct result of the 
shock treatment. Lindjaerde states that at the Lier Asylum no 
definite case of epilepsy resulting from convulsive treatment has 
been seen. 


Dr. Caesar Boeck.—Last May, in a radio address, Boeck’s suc- 
cessor to the chair of dermatology, Prof. Niels Danbolt, gave 
a biographic account of the physician who described Boeck’s 
sarcoid. Caesar Boeck was born in 1845, the son of a ship’s 
captain and the nephew of two professors of medicine—Wilhelm 
Boeck, professor of dermatology and venereal disease, and 
Christian Boeck, professor of physiology—in Oslo. He had had 
a general training in medicine when, in 1889, he was appointed 
head of the skin department of the Rikshospital in Oslo. Tall, 
impressive, charming in manner, eloquent, and deeply interested 
in his subject, he was a singularly successful teacher. His gifts 
as a linguist made him welcome at international meetings. In 
spite of his official duties, he found time for a large private 
practice that cannot have done much to enrich him, as his fees 
were ludicrously modest even for that time. His usual fee was 
2 kroner (there are 7 kroner to the dollar), but he often reduced 
this fee to 25 Gre (a quarter of a krone). When irritated by 
complaints of the inefficacy of his drugs, he would charge 3 
kroner in gentle revenge. In 1897 Boeck first demonstrated a 
case of sarcoidosis at a medical meeting in Oslo. His dictum 
that “A glance through the microscope is enough for the diag- 
nosis” has subsequently been stultified by the present view that 
the differential diagnosis may be exceedingly difficult, with 
tuberculosis among various other alternatives. In 1917 he be- 
came ill and died of a heart attack after only a few days in bed. 


SWEDEN 


Urogenital Tuberculosis.—Several recent publications dealing 
with the treatment in Sweden of urogenital tuberculosis show 
how the prognosis remained unchanged for many years until 
the antibiotic and chemotherapeutic period began to make itself 
felt from 1948 onwards. In 1952, Beskow published, as a 
supplement to Acta tuberculosea scandinavica, a survey in 
which he dealt with a follow-up study of the patients who had 
undergone nephrectomy for renal tuberculosis in the hospitals 
of Stockholm in the period 1934 to 1943. This material he 
compared with material presented at the Scandinavian Surgical 
Congress in Copenhagen in 1925, when the patients dealt with 
were treated during the first two decades of the present century. 
He concluded that, in spite of the great advances in surgery 
during the period under review, there had been no appreciable 
improvement with regard to mortality and healing of cystitis and 
operative wounds in response to nephrectomy and prophesied 
better results if the surgical treatment of these patients could 
be supplemented by general and sanatorium treatment. This 
leaching led in 1948 to the creation of a urogenital tuberculosis 
department as a branch of the Ravianda Sanatorium. Since then 
more than 300 patients with such conditions have been treated 
at this sanatorium, and Dr. K. O. F. Obrant has reported a 
study of the first 148 patients treated in 1948, 1949, and 1950. 
This monograph, published in 1953 in Gothenburg, shows what 
tan be effected by present-day treatment. Obrant’s comparison 
of his own material and that of other contemporary observers 
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with material dating before 1943 shows how. modern treatment 
has appreciably reduced the mortality during the first year after 
nephrectomy, has hastened the healing of operative wounds, and 
has greatly reduced the frequency of postoperative tuberculous 
epididymitis. Summarizing the principles governing modern 
treatment in this field, Dr. Einar Ljunggren points out in 
Svenska ldkartidningen that it is now the practice to combine 
two or more preparations at the same time, the commonest 
combination being 2 gm. of p-aminosalicylic acid (PAS) five 
times a day with 1 gm. of dihydrostreptomycin every other day. 
The development of resistant strains of tubercle bacilli has now 
become comparatively rare because of the simultaneous use of 
these drugs. 


Growing Popularity of Cholecystectomy.—At a meeting re- 
ported in Nordisk medicin for March 11, 1954, Dr. Uno 
Rentzhog noted the growing frequency with which cholecystec- 
tomy is being performed throughout Sweden. In the @stersund 
Hospital, between 1939 and 1951, cholecystectomies increased 
from 2.5 to 7% of all the operations. In the last 3 years of 
this period, 800 cholecystectomies had been performed, whereas 
during the previous 10 years there had been only 691. There 
had also been a corresponding rise in the number of hernias 
repaired up to the end of 1948, but since then these operations 
had not kept pace with the cholecystectomies. The yearly re- 
ports of many other Swedish hospitals showed a similar increase 
in cholecystectomies, and Rentzhog has asked whether some 
of this change may not have been due to the discontinuance of 
the rationing of fats after the war. If this hypothesis is correct, 
there may be a decline in cholelithiasis when the body has 
adjusted itself to a peacetime diet. The fact that during the 
period under review the indications for cholecystectomy at the 
@stersund Hospital have been extended to include older patients 
and patients with cardiac disease hitherto regarded as unsuitable 
for this operation is another possible factor. In spite of the 
inclusion of such hitherto unsuitable cases, the operative mor- 
tality fell from 4% among the 691 patients operated on in the 
period 1939 to 1948 to 1.5% among the 800 patients operated 
on during the period 1949 to 1951. Another change is the rela- 
tive increase in the number of patients operated on “in the 
cold”—a change indicative of the growing confidence of both 
the public and the medical profession in the outcome of 
cholecystectomy. In 1951, 53% of all the cholecystectomies 
were undertaken in the acute stage. In the period 1941 to 1942, 
patients with acute cholelithiasis were greatly in the majority, 
representing 76% of all the patients operated on. 


Swedish National Association Against Tuberculosis.—The 50th 
anniversary of the Swedish National Association Against Tuber- 
culosis was celebrated on Feb. 28, 1954, in the presence of the 
King and Queen of Sweden. The Quarterly Journal (no. 1, 1954) 
of this association takes this occasion to review the events of 
the past 50 years. As far back as 1927, the association had 
begun to finance BCG vaccination, infants from tuberculous 
homes being given BCG by mouth. Since 1942, this measure 
has advanced by leaps and bounds, and some 3 million Swedish 
crowns have been spent on this program. In recent years, BCG 
vaccination has been coupled with mass radiography to which 
about 500,000 of Sweden’s 7 million inhabitants have already 
submitted. The association has also spent millions of crowns 
on promoting research and of late has begun to extend its 
activities to diseases other than tuberculosis. For example, the 
campaign against the cardiovascular diseases is now being 
promoted by the association. The association has earmarked 
for this purpose 10% of its income derived from “luxury tele- 
grams”—a small addition to the cost of ordinary telegrams. 


Pregnancy and Tuberculosis.—Dr. Erik Hedvall has collected 
data concerning all the women who, in the County of Uppsala, 
were confined or aborted after tuberculosis was known to have 
developed. This study covers the period from Jan. 1, 1941, to 
May 31, 1951, during which 250 women underwent one or, 
more pregnancies in spite of having tuberculosis. In 6 cases 
abortion was spontaneous, and in 18 it was induced because of 
illness. Dr. Hedvall was gratified by the fact that only 18 abor- 
tions were induced in this series, and he concluded that pulmo- 
nary tuberculosis is completely unaffected by pregnancy in most 
patients (Nord. med., Jan. 2, 1954). 
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CORRESPONDENCE 


KIDNAPPED CHILD 

To the Editor:—Rene Hines, age 2, was kidnapped in Chicago 
on May 15, 1954. She is a chubby Negro child, cutting molars 
on both sides. She has a birthmark on the right side of her 
stomach shaped like a little dog and measuring 1 by 1% in. 
When kidnapped she was wearing dark green corduroy pants 
and jacket. The pants were cuffed but also rolled up. She wore 
white shoes size 6 or 7 and a multicolored plaid shirt with 
long sleeves. The kidnapper was described as a brown-skinned 
Negro about 35 years old, 6 ft. 2 in. tall, and weighing about 
190 lb. He wore a light brown suit, tan shirt, and no tie. In 
the car in which he escaped, there was a woman described as 
light-skinned with freckles all over her face. She wore rimless 
glasses, was about 50 years old, and weighed about 200 Ib. 
Another child, a Negro boy about 5 or 6 years of age, was in the 
rear seat of the car. The car was a 1950 steel gray Oldsmobile, 
two door, torpedo-shaped sedan with 1954 Illinois license 
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plates (numbers unknown). It is believed that, because of Rene’s 
age, she may be brought to the attention of a physician or sur- 
geon and because of the birthmark she could be recognized. 
Any physician treating a child answering this description 
should notify the Chief of Detectives, Chicago Police Depart- 
ment. JoHN T. O'MALLEY 

Chief of Detectives 

Chicago Police Department 

1121 S. State St., Chicago 5. 


ADVERTISING 

To the Editor:—In the April 24, 1954, issue of THE JOURNAL 
there is a two page ad for ethyl biscoumacetate (Tromexan 
ethyl acetate) by the Geigy Chemical Corporation in which 
they quote from a paper of mine (Med. Times 81:605, 1953). 
In this advertisement there is a quotation from my paper: 
“. . . rapid absorption, action and excretion as well as shorter 
action and reduced cumulative effect, characteristics which 
mean greater safety.” In the article I made the following state- 
ment: “Compared with Dicumarol, Tromexan has the advan- 
tage of more rapid absorption, action and excretion, as well 
as shorter action and reduced cumulative effect, characteristics 
which mean greater safety. Reduced cumulative effect, how- 
ever, does not indicate complete freedom from the danger of 
cumulative action inherent in the use of this type of anti- 
coagulant.” As can be seen, in the advertisement the Geigy 
Corporation deleted the words “Compared with Dicumarol” 


and deleted the second sentence, which, of course, I assume 
they would be entitled to do. However, they are not entitled 
to delete the words “Compared with Dicumarol,” as‘ this 
changes my meaning and leaves the implication that I have 
found and endorsed Tromexan as an excellent anticoagulant, 
both of which are not true. AnceL BLAUSTEIN, M.D. 

New York City Hospital 

Welfare Island, New York 17. 


MEDICAL ASSISTANTS 

To the Editor:—In the May 1, 1954, issue of THE JourNat, | 
found a letter written by Mrs. Elizabeth E. Peck, president of 
the Michigan Medical Assistants Society. I was truly amazed 
to read that statistics from a recent national survey revealed 
that three states (Kansas, Michigan, and Oklahoma) are orga- 
nized on a statewide level. I have no way of knowing just how 
recent the above-mentioned survey was made; however, our 
state society has been in existence since April 22, 1951. We 
have been recognized by the Missouri State Medical Association, 
and many of the members of that outstanding medical associ- 
ation have appeared as guest speakers during our conventions. 
We do not feel slighted, nor have our feelings been huri, but 
we are proud of our society and want it recognized too. 

Our Missouri state society has four objectives under its con- 
stitution. They are (1) to establish higher standards of efficiency 
among women employed as medical secretaries and assistants, 
(2) to promote educational programs adapted to the work of 
the members, (3) to stimulate a feeling of fellowship between 
the members of this society and the medical society, and (4) to 
strive to further the medical public relations program. Our 
members are learning the importance of reading medical jour- 
nals, and also we are all of the opinion that the medical assistant 
is being given the professional recognition she deserves. Articles 
on the “medical assistant” are being carried in numerous medical 
publications, and much knowledge can be gained if this policy 
is continued. It would be interesting to know how many other 
statewide societies were not included in the recent national 
survey. We would appreciate any information on the question. 

Mrs. Epna M. WILLIAMS 

Recording Secretary, 

Missouri State Medical Secretaries 
and Assistants Society 

505 Woodruff Bidg., Springfield, Mo. 


PACKAGED REDUCING DIET 


To the Editor:—The obese patient who “cannot reduce” presents 
a common and difficult problem. One of my patients who was 
“never able to lose a pound” has helped devise and test a 1,100 
calorie reducing diet that offers a new therapeutic approach to 
the problem of obesity. The unique feature of this diet is that 
it is not another list of foods; rather, it consists of 14 packages 
each containing breakfast, lunch, and dinner for one person. 
The total caloric content of each day’s package is 1,100 calories. 
Each meal is different, and the lunch is wrapped so it can be 
easily and inconspicuously carried by the person who eats oul. 
All the foods are cooked and require only heating or chilling. 
The diet packages may be stored at room temperature. 

The packaged diet is of greatest value to the patient who has 
found it “impossible to lose weight” or who, after losing a few 
pounds, “simply cannot lose any more.” For these patients, the 
diet is a prompt, effective, simple, inexpensive, and practical 
means for getting started on a weight reduction regimen. It 's 
very encouraging to these patients to find that they can lose 
weight without drugs of any type; this in turn stimulates them 
to continue caloric restriction after finishing the two weeks 00 
the diet. The completeness of the packaged diets is a majo! 
factor in helping the patient to avoid eating more than what 
provided. 

Louis SHATTUCK Baer, M.D. 
411 Primrose Rd. 
Burlingame, Calif. 
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NOISE 


George Blumenauer III, Kansas City, Mo. 


This study is relative to the habits of sounds and how to con- 
trol sound. A congruous environment in the office, clinic, or 
hospital is beneficial to medical, nursing, technical, and other 
personnel, as well as to patients. How may we be reasonably 
assured of obtaining a comfortable sonic environment? 


Ill effects from noises often result from the simple fact that 
persons have relatively little control of exposure to sounds. 
One may not merely walk away from one’s work in order to 
avoid distracting noises. Noises in offices, clinics, hospitals, or 
where one lives may interfere with normal activities; the noise 
factor may be intangible but real. We live with sounds; thus, 
it seems well to consider how this vibrational energy may be 
kept within the comfort level for practical purposes. 

Sound waves are subjected to deflection and sound decay, and 
thus to reasonable control in buildings. The term “sound decay” 
is used to describe diminishing volume of sound resulting when 
sound waves meet obstacles that have absorptive, nonreflective 
surfaces. In dealing with noises in buildings the problem usually 
lies in too much noise, too many noises, and noise of an espe- 
cially irritating kind. Noises in buildings are created in such 
ways as by high-speed machines, voices, footsteps, musical in- 
struments, office equipment, and noises from out-of-doors. 


The simplest way to deal with the noise problem is to prevent 
sound waves of excess intensity from being created. To do this 
one need but prevent the release of this vibrational energy. Pre- 
ventive or remedial measures appear as one studies the subject. 
Doors may be cushioned against slamming with small rubber 
bumpers set in the jamb. Benches and other furniture may be 
tipped with rubber or like cushioning material, so that contact 
with the floor may not cause noise. Floor surfaces may be of 
resilient material. The sense of quiet in a room with the floor 
fully carpeted is, of course, well known. The carpeting absorbs 
the sound waves. Floors in patients’ rooms, corridor strips, re- 
ception rooms, and office space, where considerable traffic 
occurs, may have floor surface such as rubber tile, linoleum, or 
asphalt tile to lessen the tendency to release vibrational energy, 
as compared with this tendency in cement, tile, or terrazzo floor- 
ing. The “tone” of an irritating sound often may be changed to 
one that is less irritating. 

The sound decay principles that we find in nature may be 
used in buildings. In nature, as the sound waves move upward, 
they are dissipated in the air. As they fall on the grass-covered 
ground or the leaves of trees, the sound waves are rapidly ab- 
sorbed. 

Various mediums, such as air, water, concrete, steel, glass, 
rubber, and fabrics, vary greatly in their ability to transmit or 
reverberate sound. A duty of planners is to create matter-of-fact 
environments, wherein normal noises may remain under con- 
trol within the comfort level. The sound tabulation chart below 
shows the approximate effects of sounds in decibels: 


Decibels Kind of Sound Effect 
120 Threshold of felliag = _ __ eesscscese 
110 Thunder, artillery, nearby riveter, ele- Deafening 
100 vated train, boiler factory 
#” Loud street noise, noisy factory, un- Very loud 
80 muffied truck, police whistle 
70 Noisy office, average street noise, aver- Loud 
60 age radio, average factory 
50 Noisy home, average office, average con- Moderate 


40 versation, quiet radio 
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Decibels Kind of Sound Effect 
30 Quiet home or private office, average Faint 
20 auditorium, quiet conversation 
10 Rustle of leaves, whisper, soundproof Very faint 


room 


0 Threshold of audibility 


Sound may be measured with the “sound level meter” much 
in the same way as temperature is measured by a thermometer. 
It is a simple matter to test the sound level in an area with 
a sound level meter. The decibel is the unit of measurement. 
Sound intensity in the working areas of the clinic or hospital 
should be maintained below 40 db. (the quiet office intensity), 
and in patients’ rooms below 32 db. (the quiet home intensity), 
if possible. 

SOUNDS IN BUILDINGS 

Reverberated Sounds.—It is often said of a room or space 
that it has good or bad acoustics, meaning that sound within 
the space is comfortable (or not comfortable) to the auditory 
organs and that the space meets (or fails to meet) the matter- 
of-fact requirement. When sound waves are set in motion in a 
room or building, they move in the elastic medium until an 
obstacle is met, such as a wall, ceiling, floor, or furniture. If 
the obstacles have reflective surfaces, the sound waves striking 
against them are reverberated and rebound and travel about in 
the space with diminishing volume; meanwhile, they tend to 
reinforce sound waves that follow. 

If the surfaces encountered by the sound waves are absorp- 
tive, such as rugs, upholstered furniture, or absorptive kinds of 
fiber or plaster surfaces, sound decay occurs and the volume of 
sound will diminish rapidly in proportion to the area and nature 
of the sound-absorbing surface. It is the sound-absorbing nature 
and total exposed area of the sound absorbing surface, not the 
thickness of the acoustical material that will determine the rate 
of sound decay. Painting of a sound absorbing surface will les- 
sen sound decay, probably seriously. 

In work areas, patients’ rooms, offices, treatment rooms, or 
corridors, footsteps, voices, and other noises may reverberate 
or be transmitted for long distances. Two corrective measures 
for this condition are practicable, namely, to prevent sound 
waves of excessive intensity from being created and to place a 
sufficient area of sound-absorptive surface and/or continuity- 
breaking material in the construction, so as to diminish sound 
reverberation or transmission to desired levels. 


Transmitted Sounds.—Sounds are transmitted in many ways 
other than in air. Structural parts of most buildings largely 
comprise members and materials that readily transmit vibra- 
tional energy—somewhat as a copper wire conducts electricity. 
Sound waves thus may be set up in many parts of a building 
from one source, such as an unisolated electric motor. Pres- 
sure by transmitted vibrational energy, though inaudible, may 
cause a condition to exist in a room or building, whereby a 
subtle feeling of discomfort may be experienced by occupants. 

Materials, such as steel, concrete, clay products, and wood, 
are conductors of vibrational energy when the energy is trans- 
mitted into their members. It is noted that sounds caused by 
tapping on a heating or plumbing pipe in a basement tend to 
carry readily throughout a structure. Sound waves that travel 
in steel or water have much greater impact than when traveling 
in air. 

In order to control transmitted sound in buildings it is 
necessary to break continuity of the vibration-conducting paths. 
Mountings for high-speed machines should be designed to iso- 
late vibrational energy at the source of origin, so that it may 
not be transmitted into structural members of the building, 
i. e., to break continuity of the vibration-conducting path or 
paths. This is an engineering problem, a vital one. Remedial 
measures usually are practicable in an existing structure. A 
wise Owner will seek assurance on these points while a project 
is in the planning stage. Sound control problems usually are of 
an individualized nature. The objective would be to create sonic 
conditions that are suited to the matter-of-fact needs for various 
phases of health care, as these needs may be served by buildings. 
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Transient Electrocardiographic Changes Identical with Those 
of Acute Myocardial Infarction Accompanying Attacks of 
Angina Pectoris. H. Roesler and W. Dressler. Am. Heart J. 
47:520-526 (April) 1954. 


Electrocardiograms obtained in the course of spontaneous 
attacks of angina pectoris in a 55-year-old woman and in a 
68-year-old man showed striking transient changes such as are 
usually associated with myocardial infarction. The R wave 
disappeared in some of the precordial leads. In the woman, 
significant elevation of the S-T interval was simultaneously 
present. These changes lasted in the woman for only a few 
minutes, that is, for the duration of the anginal pain. In the 
man, the duration of the changes of the QRS complex could 
not be exactly determined because a follow-up tracing was not 
taken until 48 hours later when reappearance of the R deflec- 
tion was noted. The electrocardiographic features usually held 
diagnostic of myocardial infarction, namely, significant deflec- 
tions of the Q wave associated with elevation of the S-T seg- 
ment or inversion of the T wave, do not invariably represent 
dependable evidence of myocardial infarction. The latter did 
not occur in the authors’ patients, although, judging from the 
increase in the erythrocyte sedimentation rate in both patients 
and transient low grade fever observed in the man, it may be 
suspected that scattered areas of myocardial necrosis may have 
been present at one time or another during the long period of 
observation. Transient coronary insufficiency, if it is of great 
magnitude, may in rare cases produce not only temporary ele- 
vation of the S-T segment but also reversible changes of the 
QRS complex, such as usually accompany extensive myocardial 
infarction. 


The Dynamics of Aortic Valvular Disease. H. Goldberg, A. A. 
Bakst and C. P. Bailey. Am. Heart J. 47:527-559 (April) 1954. 


The circulatory dynamics in 40 patients with aortic valvular 
disease were studied by catheterization of the right side of the 
heart and peripheral arterial pressure curves. In 26, aortic 
stenosis was the predominant deformity with respect to the 
aortic valve, while aortic regurgitation was the predominant 
lesion in the remaining 14 patients. Measurements were made 
at rest and during exercise. The response to the Valsalva ma- 
neuver was determined. Although basically obstruction and re- 
gurgitation at the aortic orifice differ, the circulatory patterns 
were similar in many respects. The resting cardiac output was 
generally within normal limits. Although a rise in the cardiac 
output was the rule during exercise, it was frequently less 
than would be expected. The limited cardiac output either at 
rest or during activity may be due to (1) the presence of co- 
existing mitral valvular disease; (2) left ventricular failure; and 
(3) the lesion (stenosis or regurgitation) per se. The pulmonary 
circulation was usually normal. Pulmonary hypertension, which 
was present in 14 of the 26 patients with aortic stenosis, may 
have been due to factors such as (1) left ventricular failure; 
(2) coexisting mitral stenosis; or (3) pulmonary vascular changes. 
Pulmonary changes may have been important contributing 
factors in the production of right ventricular failure that oc- 
curred in some patients. The brachial arterial pressure curves 
were characteristic in aortic stenosis and aortic regurgitation. 
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An interruption of the upstroke (anacrotic limb) was found in 
18 patients with aortic stenosis. In 11 of these, there was a 
distinct anacrotic notch. In the remaining seven, the interrup- 
tion appeared as a break or “slur” in the anacrotic limb with 
a subsequent slow rise in the curve to the peak of systole. A 
double summit type of curve was observed in eight patients, 
In all patients with aortic stenosis in whom an interruption in 
the anacrotic limb occurred, the peak of systole was delayed, 
In four patients with aortic regurgitation, the peak of systole 
was delayed, and in each of these there was an anacrotic 
notch or slurring of the upstroke similar to that observed in 
predominant aortic stenosis. Pronounced changes were noted 
in the brachial arterial pressure tracings during and immediately 
after the Valsalva maneuver. It is suggested that this maneu- 
ver may be helpful in bringing out the anacrotic phenomenon 
and elucidating certain findings in the resting peripheral pres- 
sure curve. Phasic recording of the brachial arterial pressure 
through an indwelling needle during and immediately after the 
Valsalva maneuver may be decisive in establishing the diagnosis 
in patients in whom the clinical findings are inconclusive. 


Procaine Amide in Treatment of Postoperative Cardiac Ar- 
rhythmias. A. Conti and C. Danese. Minerva med. 45:561-567 
(Feb. 28) 1954. (In Italian.) 


Twenty-one patients, in whom various postoperative cardiac 
arrhythmias developed, were treated with procaine amide. On 
the first day they were given one capsule of the drug every 
four hours (total dose 1.8 gm.); on the second day, if there 
were no signs of intolerance, this dosage was doubled; and on 
the following days it was increased gradually to reach a maxi- 
mum daily dosage of 5 gm. After the therapeutic effect was 
secured, a maintenance dose of 2 gm. was given daily for 15 
days. The arterial pressure and the electrocardiograms were 
checked every day. A few patients who could not be given the 
drug orally received it at first intravenously in doses of 500 mg. 
daily (100 mg. per minute) and then, as soon as it became pos- 
sible, orally. To prevent the increased ventricular rate that 
intravenous administration of procaine amide may produce in 
the presence of fibrillation or flutter, digitalis was also given 
to these patients. The arterial pressure and the electrocardio- 
grams were checked during the entire time of the injection. 
The drug was well tolerated. Nausea and vomiting necessitated 
discontinuance of the oral administration in the only patient 
with nodal rhythm, whereas the intravenous administration 
had to be discontinued in another patient in whom the systolic 
pressure had dropped from 130 to 90 mm. Hg after the injec- 
tion of 300 mg. of procaine amide. The number of leukocytes 
never decreased in these patients. A complete and lasting effect 
was obtained in five of seven patients with atrial fibrillation and 
good results in four of five patients with supraventricular 
tachycardia. The fifth of these died of cardiac collapse after 
receiving 500 mg. of the drug for two days without any effect. 
The results were also good in five patients with ventricular ex- 
trasystole. In one of two patients with atrial extrasystole, nor- 
mal rhythm was restored, while in the other extrasystole was 
reduced. Patients in whom cardiac arrhythmia was present be- 
fore the operation were not considered in this study. The dif- 
ferent response of arrhythmias of long standing to procaine 
amide as compared to that of arrhythmias of recent onset 
suggests that the former may be caused by an organic rather 
than a functional disturbance. 


The Thyro-Hypophysial Syndrome: I. The Primary Reaction of 
the Hypophysial Eye Signs (Including Exophthalmos) to the 
Treatment of Thyrotoxicosis. B. A. Lamberg. Acta med. scan- 
dinav. 148:225-237 (No. 3) 1954. (In English.) 


Fifty-two women and five men with thyrotoxicosis were 
studied to ascertain whether there is any relation between the 
clinical eye signs initially present and the occurrence of clin! 
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cal and exophthalmometric eye reactions in immediate con- 
nection with the treatment of thyrotoxicosis. Of the 57 patients, 
41 underwent a subtotal thyroidectomy and 16 were treated 
medically with propylthiouracil or methimazole (Tapazol) with 
or without iodide. In one patient the thyroid was also irradi- 
ated. Results of exophthalmometry performed with a Hertel 
exophthalmometer showed that the exophthalmometer values 
were increased by the treatment of thyrotoxicosis in 41 (72%) 
of the 57 patients. Simultaneously clinical eye signs appeared 
or were aggravated if already present. Postoperatively there 
was a Maximal primary reaction within one to two weeks. A 
reaction occurred in 30 (88%) of the 34 patients who had 
edema and puffiness of the lids and/or filling of the upper 
orbitopalpebral sulcus by a soft, palpable protuberance before 
treatment and in 11 (48%) of the 23 patients who had no 
clinical eye signs before treatment. It is emphasized that the 
risk of an increase in the exophthalmometer values on normal- 
ization of thyroid function may be estimated by observing the 
initial clinical eye signs. The swelling of the lids and the filling 
or obliteration of the sulcus observed initially in some of the 
author’s patients with thyrotoxicosis constitute the same clin- 
ical picture as the changes occurring during or after the treat- 
ment of thyrotoxicosis. They also resemble essentially the 
changes typical of the so-called malignant exophthalmos. The 
ocular phenomena in question apparently are only one aspect 
of a hypophysial syndrome associated in some unknown way 
with thyrogenic disturbances and manifesting itself as edema 
and puffiness of the lids, obliteration of the upper orbitopalpe- 
bral sulcus and other eye signs accompanying malignant ex- 
ophthalmos varying in degree, local myxedema, and temporal 
or facial edema. The term thyrohypophysial syndrome is sug- 
gested as a more adequate one. A difference between the two 
eyes with regard to reactivity, which was demonstrable in some 
patients, seems to suggest that the unilateral form of exophthal- 
mos is a disturbance in which the sensitivity of one end-organ 
(the eye) to its tropic hormone is impaired. The author’s ob- 
servations are evidence in favor of the view that what has been 
distinguished as “thyrotoxic” and “thyrotropic” varieties of ex- 
ophthalmos are different degrees of the same phenomenon. The 
degree of severity of the thyrohypophysial syndrome should be 
estimated principally on the basis of the clinical eye signs and 
not by the exophthalmometer values. The significance of oc- 
casional exophthalmometer readings, few in number and taken 
under varying conditions, is doubted. 


Pulmonary Fibrosis. O. J. Broch, T. Moe and M. Wehn. Acta 
med. scandinav. 148:189-200 (No. 3) 1954. (In English.) 


Fifty-four patients with bilateral pulmonary fibrosis of un- 
known origin and 23 patients in whom diagnosis of sarcoidosis 
(Boeck’s sarcoid) was made were studied. Infection, chemical, 
or mechanical irritants and also roentgen ray irradiation may 
give rise to inflammatory processes resulting in diffuse pul- 
monary fibrosis. Several systemic diseases such as Boeck’s 
sarcoid, tuberculosis, lymphogranulomatosis, and the so-called 
diffuse vascular or collagen diseases may occasionally be 
associated with pulmonary fibrosis. The roentgenologic appear- 
ance of the changes in the lungs may vary greatly both in form 
and extent and cannot give any clue to the causation of the 
disease. It is also radiologically impossible to distinguish 
between Boeck’s sarcoid and the other forms of chronic, bi- 
lateral pulmonary infiltration. In 8 of the 54 patients with 
chronic pulmonary fibrosis, the first symptoms appeared as a 
sequel to acute infections of the lungs, and in 19 there was a 
record of a previous attack of pneumonia or pleurisy that 
usually dated back several years before the first appearance of 
clinical symptoms. In two-thirds of the patients, the disease 
began insidiously, lasting for a long time without symptoms. 
In 10 patients the diagnosis was made by chance as the result 
of a routine roentgenologic screening. In addition to opacities 
of the parenchyma, changes in the pleurae were observed in 
\4 patients, and signs of bronchiectasis were demonstrable in 
13, Six patients showed opacities caused by calcification, and 
‘honeycomb lungs” with many small cystic clarifications that 
are characteristic of myomatosis were observed in two patients. 
ln many of the patients, the symptoms did not bear any 
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relationship to the extent of the radiologically demonstrable 
changes, and progress of the disease varied greatly. Of 43 
patients who could be followed long enough to decide whether 
the disease was stationary or progressive, 20 died; in 18 of 
these, death resulted from cor pulmonale, and in about one- 
half it occurred within five years of the appearance of the first 
symptoms. Thirty-four of the 54 patients survived; 19 were 
completely unfit for work, and 15 partially. Clinical symptoms 
may progress even when the roentgenologic findings are 
stationary. Prognosis is determined by the development of 
emphysema and vascular changes. Necropsy was performed in 
six patients, and in one of them diffuse myomatosis with cystic 
changes was found. 


Treatment of Acute Disseminated Lupus Erythematosus with 
Corticotropin and Cortisone. L. J. Soffer, S. K. Elster and 
D. J. Hamerman. A. M. A. Arch. Int. Med. 93:503-514 (April) 
1954. 


Twenty-six female and six male patients between the ages of 
11 and 60 years with acute disseminated lupus erythematosus 
were treated with corticotropin and cortisone. In 24 of the 30 
patients, the onset of the disease occurred in the course of the 
second, third, and fourth decades. The initial daily dose of 
corticotropin was 100 mg. given intramuscularly in four divided 
doses. In the more acutely ill patients the corticotropin was 
administered intravenously in doses of 20 to 40 mg. dissolved 
in 500 to 1,000 cc. of 5% dextrose and given slowly over an 
eight hour period. When cortisone was employed, the initial 
daily amount varied from 200 to 400 mg., and occasionally as 
much as 600 to 800 mg. given by mouth or more rarely 
parenterally in four divided doses. The average daily main- 
tenance dose of cortisone after the acute manifestations of the 
disease had been brought under control generally varied from 
50 to 100 mg., while that of corticotropin varied from 25 to 
75 mg. Duration of observation and treatment varied from one 
to 40 months. Of the 32 patients, 23 are living and reasonably 
well and 9 have died. Eight of the 23 are in a state of remission 
without treatment, thus far lasting from 2 to 30 months. The 
remaining 15 patients require continued hormone therapy on a 
maintenance basis. Of the nine patients who died, six died 
from progressive renal failure, one in a status epilepticus, one 
from a disseminated fungus infection, and one from inadequate 
therapy. The clinical manifestations of the disease varied. 
Fever and arthralgias occurred in almost all the patients. 
Significant weight loss, the characteristic rash, and a diffuse lym- 
phadenopathy were observed in 23 patients, and some form of 
cardiac or pulmonary abnormality and typical mucous mem- 
brane lesions in 16. Hepatomegaly, splenomegaly, or both were 
not infrequently observed. Almost all the patients had either a 
normal white blood cell count or leukopenia, and most 
showed varying degrees of anemia. Four patients had positive 
results from the Coombs’ test, and two of these had a clinical 
hemolytic syndrome. A significant thrombocytopenia was ob- 
served in two patients. Typical lupus erythematosus cells were 
demonstrated in the peripheral blood of all the patients, and 
the erythrocyte sedimentation rate was elevated in 29. Seven- 
teen patients had evidence of renal disease and 10 showed a 
definite elevation of the blood urea nitrogen. Hypertension, 
present before the institution of treatment, renal abnormalities, 
hepatomegaly, and splenomegaly responded poorly or not at 
all to the hormone therapy. The lupus erythematosus cells 
persisted during hormone-induced remission, although they 
were much reduced in number and more difficult to find. The 
remaining clinical and laboratory manifestations improved to 
varying degrees. One or more side-effects attributable to the 
hormones occurred in a considerable number of patients. There 
was some evidence of hypercorticalism in almost all patients, 
while hypertension, edema, congestive heart failure, psychiatric 
abnormalities, convulsions, and alkalosis occurred with a 
greater degree of frequency in the patients who died than in 
those who are living. The side-effects of hormone therapy were 
generally reversible when the dosage was reduced or treatment 
was discontinued. 
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p-Acetylaminosalicylic Acid in Treatment of Rheumatic Dis- 
ease: Relations Between Retarding Action of Some Drugs on 
Erythrocyte Sedimentation Rate and Their Antirheumatic 
Action. F. Bertolani. Minerva med. 45:567-576 (Feb. 28) 1954. 
(In Italian.) 


Bertolani and other Italian authors found a relationship 
between the in vitro retarding action of some drugs on the 
erythrocyte sedimentation rate and their action on the rheu- 
matic disease. Bertolani has recently observed these relations 
in some derivatives of p-aminosalicylic acid. One of these— 
p-acetylaminosalicylic acid (APAS)—was obtained by acetyla- 
tion of p-aminosalicylic acid with acetyl chloride at warm 
temperature in the presence of pyridine. He administered the 
drug to eight patients with acute rheumatic polyarthritis. Four 
of these had not received any salicylate in therapeutic doses; 
resistance to these drugs was already present in the other 
four. The derivative was given in dosages of from 10 to 25 
gm. daily; in some instances bicarbonate was added in the 
ratio of 1:1 or 1:5. Because the author had found elevated blood 
levels of this derivative five and one-half hours after its 
administration, he administered it every six hours, mainly after 
meals, either in a powder form or in tablets (0.5 gm. each). 
The drug had good effect on dyspnea, cyanosis, pain, tempera- 
ture that was restored to normal, and cardiovascular status of 
the patients. A definitive evaluation of it is premature, because 
the therapy is. still in progress. Comparative experimental 
studies with p-acetylaminosalicylic acid and p-aminosalicylic 
acid revealed a marked action of the former on the temperature 
and the permeability of the synovial membrane that was in- 
hibited. These actions were not found, or were found only in a 
mild degree, in p-aminosalicylic acid. Thus, they seem to be 
closely linked to the presence of the amino acetylated group. 
p-Acetylaminosalicylic acid is formed in the human organism 
and in some animals after the administration of p-aminosalicylic 
acid. But the amount formed varies from subject to subject and 
this may partly account for the inconstant results that are ob- 
tained with p-aminosalicylic acid in the treatment of rheumatic 
disease. The author reports also his first clinical results with 
another derivative of p-aminosalicylic acid—p-diacetylamino- 
salicylic acid (DAPAS). He obtained this by acetylation of 
p-aminosalicylic acid with acetic anhydride at warm tempera- 
ture. Further studies are needed for an evaluation of its effects. 


Treatment of Manifest Tetanus by Artificial Hibernation. 
H. Contzen. Arch. klin. Chir. 278:27-35 (No. 1) 1954. (In 


German.) 


The usual treatment of manifest tetanus by excision of the 
wound and administration of tetanus antitoxin does not exert 
any effect on the physiological process of metabolism and, 
therefore, is considered inadequate. Treatment of the acute 
tonic spasms and prevention of repeated attacks of spasms is of 
great importance. Continued therapeutic sleep (artificial hiber- 
nation) may be considered the method of choice; it also facili- 
tates nursing, makes cell metabolism normal, and reduces the 
risk of cardiac and circulatory damage. Anaphylactic and 
allergic side-reactions are not caused by the tetanus antitoxin 
in the course of artificial hibernation. Contzen modified Laborit 
and Huguenard’s technique for inducing and maintaining con- 
tinued therapeutic sleep by administering the various drugs of 
the “lytic cocktail” separately and at various intervals instead 
of injecting a mixture of the drugs. A 12-year-old giri with 
severe spastic state of the skeletal muscles, pronounced opisthot- 
onos, talipes equinus, stiffness of the neck, typical fixed smile, 
and trismus occurring nine days after she had sustained an 
abrasion of the left patella was treated by extensive excision 
of the wound; 75,000 tetanus antitoxin units were given intra- 
venously and 18,000 tetanus antitoxin units subcutaneously in 
the area of the wound, followed by induction of therapeutic 
sleep with 0.05 gm. of a proprietary phenothiazine derivative 
(Megaphen) in dextrose solution given intravenously, 0.05 gm. 
of Atosil (N-[2’-dimethyl-2’-methyl]-ethylphenothiazine hydro- 
chloride) intramuscularly, and 0.01 gm. of magnesium thiosulfate 
intravenously. Three hours after these injections the body tem- 
perature was 35.5 C (95 F) and the pulse rate 104 beats per 
minute. Continued therapeutic sleep was maintained for six days 
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with total doses of 0.625 gm. of Megaphen, 0.725 gm. of Atosil, 
0.7 gm. of meperidine (Dolantin) hydrochloride intramuscy- 
larly, 0.15 gm. of Latibon (N-[2’-diethylaminoethyl] phenothia- 
zine) intramuscularly, and 0.55 gm. of magnesium thiosulfate. 
Respiration was deepened and retarded with Latibon, but the 
desired sedative effect was reduced as compared to that 
obtained with Megaphen. The revised technique proved ade- 
quate in this young patient since there was neither pronounced 
hyperthermia nor considerable modification of the circulation 
and action of the heart. The author recommends adherence to 
the original technique in the absence of sufficient experience. 
Complete recovery of the patient occurred within 21 days after 
the continued therapeutic sleep was terminated. She received a 
total dose of 285,000 units of tetanus antitoxin intravenously, 
intramuscularly, intraspinally, and subcutaneously, and 10,000, 
000 units of a streptomycin-penicillin preparation (Supracillin), 
Treatment of manifest tetanus by artificial hibernation seems 
to be highly promising, but definite evaluation requires retesting 
by additional experience. 


Intravenous Glucose Tolerance Test in Liver Disease and Dia- 
betes Mellitus. H. M. Hackedorn, J. H. Crampton and L. J, 
Palmer. Northwest Med. 53:257-262 (March) 1954. 


Hackedorn and associates point out that glycosuria and hy- 
perglycemia occur in liver disease as well as in diabetes melli- 
tus, and until recently the disorder in glucose metabolism of 
diabetes could not be differentiated distinctly from that present 
in liver disease. The intravenous glucose tolerance test and 
determination of serum inorganic phosphorus levels permit this 
differentiation. The intravenous glucose tolerance test, as out- 
lined by Thorn and associates in 1940, was used by Hackedorn 
and associates in 6 normal young adults and 20 patients with 
abnormal carbohydrate metabolism in whom the disorder was 
not clearly recognized without the test. By combining the intra- 
venous glucose tolerance test with liver function studies, the 
disordered carbohydrate metabolism of liver disease was differ- 
entiated from diabetes in 15 cases; in 5 cases both diseases 
were present. After intravenous administration of glucose, the 
rate of glucose degradation is reflected in the fall of serum 
inorganic phosphorus level. There is a relatively slight decrease 
in serum inorganic phosphorus in diabetic patients; whereas, 
there is a moderate to profound fall in patients with liver 
disease. Patients with both diseases have a fall within the low, 
normal range and in addition show excessive glycosuria. 


Gaucher’s Disease in 29 Cases: Hematologic Complications 
and Effect of Splenectomy. A. S. Medoff and E. D. Bayrd. 
Ann. Int. Med. 40:481-492 (March) 1954. 


Gaucher’s disease (lipid histiocytosis of kerasin type) was ob- 
served at the Mayo Clinic through the year 1950 in 14 male 
and 15 female patients between the ages of 2% and 56 years. 
Nine were 40 years of age or older, and none of the patients 
had so-called acute infantile Gaucher’s disease. Sixteen patients 
were of Jewish extraction. It appears that on more careful ques- 
tioning a greater number of patients would have been listed as 
being of Jewish ancestry. In only one patient was a positive 
family history of Gaucher’s disease elicited, but six patients 
stated that some member of their family had splenomegaly of 
unknown origin. Enlargement of the spleen was present in all 
29 patients. Hepatomegaly was present in 23, pigmentation of 
the skin in 11, and skeletal changes characterized by thinning 
of the cortex above the condyles in 15 (the distal ends of the 
femurs being affected as a rule). Pathological fractures in the 
vertebrae, ribs, and hip occurred in three patients. Anemia, leu- 
kopenia, or thrombocytopenia or a combination of these was 
observed in 24 patients. Easy bruising and epistaxis were pre- 
senting complaints in 12 patients, and 8 of these had thrombo- 
cytopenia. Of 15 patients who underwent splenectomy, 2 died 
in the postoperative period. In the 13 patients who survived the 
operation, it relieved symptoms of pressure and corrected the 
anemia, leukopenia, or thrombocytopenia. In some patients 
roentgen irradiation was applied to the enlarged spleen, result- 
ing in diminution of the size of the organ with a consequent 
partial or complete alleviation of abdominal discomfort. Hem- 
atinics were of no value. Follow-up studies showed that six pa- 
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tients who underwent splenectomy were alive 11 to 20 years 
postoperatively. Of the 14 patients who did not undergo sple- 
nectomy, One was alive 12 years after his visit to the clinic, and 
2 were alive 14 years after their visits. 


Treatment of Pernicious Anaemia with Very Small Quantities 
of Pyloric Mucosa and Vitamin B,,. E. Meulengracht. Brit. 
M. J. 1:838-841 (April 10) 1954. 


Dried pyloric mucosa from pig’s stomach given alone exerts 
a definite antianemic effect, even in very small doses, but this 
effect is slight. However, these same doses given in combination 
with vitamin B,2 in quantities that in themselves are ineffective 
when given orally exert a strong antianemic effect. The author 
obtained excellent results with a commercial preparation, Cy- 
cloplex MCO, in daily dosage of 0.15 gm. of dried pyloric 
mucosa and 15 mcg. of vitamin Bu. To be on the safe side in 
the routine treatment of pernicious anemia patients, a dosage 
is recommended corresponding to 0.3 gm. of dried pyloric mu- 
cosa and 30 mcg. of vitamin B:: for the initial doses. The 
maintenance dose has yet to be fixed. 


The Beneficial Effect of Sprue Diet on Ulcerative Colitis: Pre- 
liminary Report. H. A. Monat. Am. J. Gastroenterol. 21:197- 
199 (March) 1954. 


When a number of patients with ulcerative colitis had re- 
lapses despite treatment with oxytetracycline (Terramycin), sul- 
fonamides, ‘corticotropin, or cortisone, Monat decided to try a 
modified sprue diet. The principle of this diet is restriction of 
carbohydrates other than those found in fruits or vegetables. 
Sugar and any products containing sugar must be avoided. 
Potato and cereal grains, such as corn, rice, wheat, and rye, 
are prohibited. Protein milk is given. Neutral fats, such as 
yogurt, sour cream, and unsalted butter, are tolerated. Eggs 
should be used only when the diarrhea abates a little. Cottage 
cheese, cream cheese, lean meats, and fish are permitted; gela- 
tin is advisable; honey is tolerated. All food must be pureed. 
Thiamine in 100 mg. doses and 15 mcg. of rubramin are 
given daily hypodermically for about 30 days. At the start, 
for about a week, the patients are given only cottage cheese, 
chicken, veal, sweetbreads, oysters, flounder, pike, perch, ba- 
nanas, and protein milk. Then orange juice, honey, gelatin, and 
egg and after that vegetables such as carrots or squash are 
added. These items are added one at a time, and when a vege- 
table causes diarrhea it is withdrawn for a time. After about 
three months carbohydrates, such as potatoes and bread, are 
added. The quick response to this regimen was so gratifying 
that each time the author started it, feeling that it might fail, he 
was pleasantly surprised when it was successful in each instance. 
He feels that a metabolic factor might act as a trigger mecha- 
nism in starting ulcerative colitis. He suggests that the pancreas 
might perhaps play a part. The favorable response to the modi- 
fied sprue diet seems to bear this out. 


The Purged Colon. F. C. Jewell and J. R. Kline. Radiology 
62:368-371 (March) 1954. 


Heilbrun in 1943 described extensive changes in the colon, 
apparently the result of excessive and prolonged use of irritant 
cathartics. During the past two years Jewell and Kline saw two 
patients with changes in the colon similar to those described by 
Heilbrun. The histories of these patients revealed that all three 
had taken cathartics every day, two for 20 years and one for 
30 years. Aloin and podophyllum were common to all three 
laxatives used, and all are classed as irritant cathartics. The pro- 
longed and excessive irritation of the colonic mucosa undoubt- 
edly keeps it edematous, effacing the normal pattern. Fibrosis 
could occur in the submucosal structures, making the changes 
more or less permanent. The constant stimulation of the mus- 
culature may cause the muscle fibers to lose their tone, with 
resulting dilatation and atonicity as observed in the cases pre- 
sented. The prolonged period of spasm of the left side of the 
colon seen in one case may be a result of remaining hyperirrita- 
bility of the musculature of this section of the bowel wall. Aloin 
isthe most irritating of the emodin cathartics, causing increased 
iritability of the nerve endings in the wall of the large bowel. 
This drug may produce such isolated areas of contracture. 
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Frozen Raw Foods as Skin-Testing Materials: Further Studies 
of Use in Cases of Allergic Disorders. G. R. Ancona and I. C. 
Schumacher. California Med. 80:181-184 (March) 1954. 


Ancona and Schumacher report the use of frozen raw foods 
as skin-testing materials in allergic patients. Each food was col- 
lected in the fresh raw state and, according to its physical prop- 
erties, was reduced to a paste or powder suitable for scratch 
testing. The material was placed in shell vials of 2 cc. capacity, 
closed with stoppers, and stored immediately in a freezing com- 
partment. From this frozen stock, complete sets of different 
foods were subsequently assembled in units. A few minutes be- 
fore the tests were to be made, the unit was removed from the 
freezer and the material was permitted to thaw at room temper- 
ature. Scratch tests were performed, employing one-tenth nor- 
mal sodium hydroxide or one-fiftieth normal sodium hydroxide 
with 30% glycerin as a moistening agent. Remnants of the test 
materials were discarded at the end of each day’s work. During 
the past three years, frozen raw food pastes and powders have 
been used routinely as testing materials in 345 patients sus- 
pected of sensitivity to foods. The original list of 51 commonly 
used foods has been increased to 111 foods. In 50 of the 345 
subjects who had negative reactions and in 5 with positive re- 
actions, no comparative studies were made with commercial 
extracts. In the remaining 290 subjects, the reactions to scratch 
tests with frozen raw foods were compared with results obtained 
with commercial extracts used in three ways: (1) scratch test, 
(2) both scratch and intracutaneous tests, and (3) intracutaneous 
tests only. Entirely negative reactions to the frozen raw foods 
and to the commercial extracts were obtained in 168 subjects, 
whereas 122 subjects showed positive or doubtful reactions to 
at least one of the 108 foods by scratch test with frozen raw 
foods or commercial preparations. In 203 instances, the reac- 
tion to a frozen raw food was negative when the reaction to a 
commercial extract was positive or doubtful, whereas the con- 
verse was true in 518 instances. This preponderance of positive 
reactions with frozen raw foods is in agreement with the results 
reported in 1950. A comparison was made of the size of the 
reactions to the frozen raw foods and to the commercial ex- 
tracts, using a grading system of points in which doubtful reac- 
tions received a value of 0.5 and positive reactions 1 to 4, the 
value depending on the degree of reaction. It was found that 
frozen raw foods as skin-testing materials by the scratch method 
induce reactions of a larger size and in greater frequency than 
do the corresponding commercial extracts by the intracutaneous 
method. The reactions elicited by the scratch method with fro- 
zen material and with commercial extracts in the groups of fish, 
crustaceans, mollusks, cereals, legumes, and nuts indicated that 
the frozen raw foods in these groups produced a significantly 
greater number of positive reactions than did the commercial 
extracts. Milk, egg, and potato produced approximately the 
same number of reactions with the two different types of 
material. 


SURGERY 


A 10 Year Analysis of Thromboembolism and Dicumarol Pro- 
phylaxis. R. W. Kistner and G. V. Smith. Surg., Gynec. & 
Obst. 98:437-445 (April) 1954. 


Bishydroxycoumarin (Dicumarol) in conservative doses with 
some, and then no, laboratory control was given prophylactically 
to 6,705 of 25,557 women undergoing surgery in the Free Hos- 
pital for Women, Brookline, Mass., from 1943 to 1953. Hemor- 
rhagic complications were infrequent and without mortality. 
During this 10 year clinical trial, there were 8 deaths from 
pulmonary embolism (0.031%) and 20 cases of nonfatal pul- 
monary embolism (0.078%). These and 94 instances of throm- 
bosis without embolism make a total of 122 cases of thrombo- 
embolism (0.48%). These figures reflect a marked improvement 
over previous experience in this hospital and are low compared 
with most of the figures surveyed in the literature. Although the 
use of bishydroxycoumarin could not be demonstrated conclu- 
sively to have been of value, the various comparisons and con- 
siderations presented strongly indicate that it was a factor in 
achieving the improved figures. Since July, 1949, bishydroxycou- 
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marin was given every four days starting the evening before 
operation for as long as patients remained in the hospital. None 
of 3,350 women so treated up to October, 1953, had pulmonary 
embolism. . 


Treatment of Atelectasis Occurring in the Course of Surgical 
Intervention or Postoperatively. H. Matthes and K. Hutschen- 
reuter. Chirurg 25:114-117 (March) 1954. (In German.) 


In the course of the last year, three cases of severe atelectasis 
occurring in the course of a surgical intervention or postopera- 
tively were observed at the surgical clinic of the University of 
Jena, Germany. Total atelectasis of the left lung and atelectasis 
of the right upper lobe occurred in a 65-year-old woman dur- 
ing a Billroth 2 gastrectomy performed with the aid of open 
ether-drip anesthesia for carcinoma of the antrum; total atelec- 
tasis of the left lung occurred in a 46-year-old man two days 
after splenectomy was performed with the aid of open ether- 
drip anesthesia for rupture of the spleen; and compression ate- 
lectasis occurred in a 58-year-old man by displacement of the 
mediastinum to the right after left pneumonectomy for bron- 
chial carcinoma located in an area adjacent to the hilus. The 
authors believe that most of the cases of atelectasis occurring 
in the course of surgical intervention and postoperatively are 
predominantly conditioned mechanically. They have not yet 
observed purely neurogenic cases of atelectasis. Even in major 
abdominal operations, the best method for prevention of un- 
detected aspiration and resulting atelectasis consists of intuba- 
tion anesthesia using a cuff as sealing device or tamponade, 
suitable posture, and, if required, aspiration of the stomach 
contents in addition to general prophylactic measures. Closed 
apparatus anesthesia with a tightly fitting mask is not an ade- 
quate safeguard. It is of great importance that the position of 
the organs within the thorax be restored to normal after intra- 
thoracic intervention with the patient in lateral position. Roent- 
genograms should be taken immediately if there is the slightest 
suspicion of the occurrence of atelectasis. Causal treatment 
must be instituted without delay. Bronchoscopic aspiration may 
be carried out immediately after the operation while the patient 
is still on the table. The authors prefer the more sparing aspira- 
tion with an orotracheal tube to be introduced with the aid of 
superficial anesthesia of the mucous membrane. This technique 
is less radical and can be practiced without difficulty with the 
patient in bed and even in severely ill patients. This method 
also facilitates simultaneous constant change of position and 
application of vibratory and palpatory massage of the thorax. 
As a rule this method of treatment proved decisively effective. 
Tracheotomy should not be delayed in cases in which the de- 
sired result is not obtained within a short time because of the 
presence of large amounts of obstructive secretions. The so- 
called dead space may thus be reduced by 50%. Continuous 
aspiration of the lower respiratory passages can be carried out 
even by less experienced nurses. Tracheotomy facilitates the 
spontaneous expectoration of secretions; gas exchange is im- 
proved simultaneously since oxygen supply directly into the 
lower respiratory passages becomes possible; and hypoxia and 
acidosis are effectively prevented. 


Selective Surgery for Peptic Ulcer. H. D. Johnson and I. M. 
Orr. Surg., Gynec. & Obst. 98:425-432 (April) 1954. 


The authors were not satisfied with the results of the use 
of vagotomy alone in the treatment of peptic ulcer. Of 108 
patients, just under 60% obtained lasting relief and only 33% 
were altogether symptom-free. The authors also recognize the 
fact that radical gastrectomy, although it has virtually solved 
the problem of peptic ulcer recurrence, frequently causes small 
stomach syndromes. Good results from limited gastrectomy with 
or without vagotomy were obtained in 823 consecutive patients. 
In comparing these results with those of colleagues who used 
very radical Polya type gastrectomies routinely in all their 
cases of peptic ulcer, the authors found that their policy caused 
fewer of all side-effects and produced the greater proportion 
of satisfied patients. 
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Evaluation of Adrenalectomy in Man: Physiological Changes 
and Effect on Advanced Neoplastic Disease. H. T. Randall. 
Bull. New York Acad. Med. 30:278-301 (April) 1954. 


Bilateral adrenalectomy for advanced cancer was performed 
on 46 patients with inoperable cancer at Memorial Center. 
There were 17 instances of carcinoma of the prostate, 20 of 
cancer of the breast, and 9 of various other inoperable tumors, 
There was no response in any of the nine patients with cancer 
other than of the breast or prostate. Subjective improvement of 
from two weeks to seven months was seen in 11 of 17 patients 
with carcinoma of the prostate. Two of these patients also had 
objective evidence of improvement. Adrenalectomy does not 
appear to be a practical therapeutic tool for carcinoma of the 
prostate. Of 20 patients with carcinoma of the breast subjected 
to adrenalectomy, all but one were castrated at least six weeks 
prior to adrenalectomy. In this group there were 14 patients 
with subjective improvement of from two weeks’ to one year's 
duration. Eight patients showed objective improvement. One 
patient had regression of metastatic disease and is still asympto- 
matic at one year. Seven others have shown objective evidence 
of improvement. Two are dead after four months of objective 
improvement followed by relapse, and one is in remission 
while receiving androgen and x-ray therapy. Six patients did 
not respond to adrenalectomy, but one of these responded to 
high levels of cortisone dosage. Adrenalectomy may be con- 
sidered as a possible additional means of temporary control of 
advanced breast cancer, particularly in cases that have shown 
a response to castration. Those patients with breast cancer who 
previously responded to castration appear to have responded 
objectively to adrenalectomy with the exception of those with 
liver metastases. j 


Treatment of Melanoblastoma by Excision or by Irradiation. 
H. Poppe and G. Fradrich. Arch. klin. Chir. 278:50-60 (No. 1) 
1954. (In German.) 


Within the last 22 years, 118 patients with melanoblastoma 
were treated at the surgical clinic of the University of Git- 
tingen. Methods of treatment were the same as those reported 
by other workers; namely, (1) wide excision into healthy tissue; 
(2) electrosurgery; (3) gradual amputation of entire extremities, 
or other extensive surgical interventions; and (4) treatment 
limited to x-ray and radium irradiation, at least of the regional 
draining lymph nodes. Results were not better than those re- 
ported by other workers. Of the 118 patients, only 34 were 
alive after five years. Multiple local recurrences and distant 
metastases occurred in 27 patients in whom excision of a nevus 
with the microscopic picture of a benign growth had been 
carried out 14 months to 3 years previously. These observations 
induced the authors to omit in the last two years any surgical 
intervention in patients with nevi some of which had shown a 
tendency to enlargement within the preceding months. These 
patients were treated exclusively with roentgen irradiation using 
large total doses of about 20,000 r and occasionally even of 
35,000 r. The single daily dose administered varied between 
500 and 1,000 r depending on the type of apparatus used. 
Erosive reactions of the skin with transition to necrosis of the 
epidermis occurred in the irradiation area, but healing was 
obtained within six to eight weeks with the application of 4 
suitable ointment. Simultaneous irradiation of the regional 
draining lymph nodes with a total dose of 5,000 to 6,000 r is 
indispensable. The tumor was removed by this treatment in 
10 patients who had been followed for 27 months; all patients 
presented a smooth scar. Relapses and metastases did not occur 
in any of these patients nor in six additional patients who had 
been treated by the same method and followed for 14 months. 
To improve the cosmetic result in four patients, excision of the 
scar area was carried out three to four months after successful 
irradiation. These patients also had no recurrences or metas- 
tases for 11 to 16 months after the surgical intervention. Re- 
peated irradiation with doses of 5,000 r of already irradiated 
melanoblastomas or of metastases was carried out satisfactorily 
with the aid of lead filters resulting in healing of the skin with 
smooth .margins of the wound in case surgical intervention 
would be required later on. Detection and storage capacity of 
C14 labeled tyrosine was studied in 138 pigmented moles. Ex 








Vol. 


cept 
tyro: 
afte! 
recu 
nite 

in tl 
tyros 
centi 
ment 
stora 
menc 


Perit 
Dise: 
20:36 
Ex 
peritc 
that | 
diagn 
clinic 
Fear, 
the p! 
the be 
9] ta 
the p 
midlit 
vessel 
pectec 
perito 
appea: 
amyla 
conter 
peptic 
teen © 
while 
observ 
slide 1 
routing 
probat 
little d 
indicat 
the nee 
sidered 
periton 
been h 
a 25-ye 
of who 
made | 
was SU! 
bloody 
cologis: 
The di: 
and fre 
conditic 


NEUR 


Subcort 
Syndrot 
and T, 
(April) 
The > 
limb dis 
difficult 
problem 
injectior 
fails to 
ae like 
tractoto 
lower ey 
tven a | 
in the ¢ 
Spinal c¢ 
cephalic 


a intra 








ts 


ons 
cal 
na 
ese 
ing 


een 
ed. 
the 
was 
fa 
nal 
r is 


ents 
cur 
had 
ths. 
the 
sful 


tas- 
Re- 
ated 
rily 
vith 
tion 
y of 


Vol. 155, No. 11 


cept for eight cases, no definite activity and, therefore, no 
tyrosine could be demonstrated within the first 28 to 36 hours 
after the tyrosine injection. In 10 of 16 patients with multiple 
recurrent or ulcerating melanoblastoma, on the contrary, defi- 
nite storage of the C'* labeled tyrosine could be demonstrated 
in the tumor within eight hours after an injection of 1 cc. of 
tyrosine solution with a specific activity of 10uc per cubic 
centimeter. Evaluation of the functional condition of the pig- 
ment cell thus has become possible on the basis of its melanin 
storage capacity. The technique is free of any risk and is recom- 
mended as an aid to differential diagnosis. 


Peritoneal Tap as an Aid in the Diagnosis of Acute Abdominal 
Disease. W. H. Moretz and W. G. Erickson. Am. Surgeon. 
20:363-377 (April) 1954. 


Experiments carried out on dogs and experience with 91 
peritoneal taps performed on patients convinced the authors 
that the diagnostic peritoneal tap is a safe and valuable aid in 
diagnosis of acute abdominal disease in patients in whom the 
clinical diagnosis and the need for laparotomy is uncertain. 
Fear, the main reason for the lack of general acceptance of 
the procedure, is unwarranted, because the needle rarely enters 
the bowel, and, if it does, no significant leakage occurs. In the 
9| taps no serious complications occurred as a result of 
the procedure using either the lower quadrants or the lower 
midline as a site away from the course of the inferior epigastric 
vessels and inserting the needle near, but not in, the site of sus- 
pected disease and away from distended loops of bowel. The 
peritoneal fluid of 75 patients was studied with regard to gross 
appearance, microscopic findings, pH, free and total acid, and 
amylase content. Of particular interest was the high amylase 
content of the peritoneal fluids in pancreatitis and in perforated 
peptic ulcer. Twenty-four taps yielded no fluid for study. Six- 
teen of the 24 negative taps proved to be true negative taps, 
while 8 were false negatives. Fewer false negatives have been 
observed since the beginning of emptying the needle onto a 
slide for examination when no fluid entered the syringe; the 
routine use of a needle with a stylet in place during insertion 
probably will further decrease this fault. A negative tap is of 
little diagnostic significance. If, clinically, exploration is clearly 
indicated, a negative tap should not prevent operation. When 
the need for operation is less clear, a negative tap may be con- 
sidered as slight evidence in favor of further observation. The 
peritoneal tap was invaluable in a 13-year-old boy who had 
been hit by a truck and had minimal abdominal pain and in 
a 25-year-old woman with obscure abdominal pain. The finding 
of whole blood in the left lower quadrant of the boy’s abdomen 
made the diagnosis of a ruptured spleen. Acute appendicitis 
was suspected in the woman, but the surgeon who found grossly 
bloody fluid by peritoneal tap referred the patient to the gyne- 
cologist for operation; a ruptured tubal pregnancy was found. 
The diagnostic peritoneal tap should be a generally accepted 
and frequently used aid in the differential diagnosis of acute 
conditions within the abdomen. 


NEUROLOGY & PSYCHIATRY 


Subcortical Parietal Lobotomy for Relief of Phantom Limb 
Syndrome in the Upper Extremity: Case Report. J. L. Pool 
aid T. J. Bridges. Bull. New York Acad. Med. 30:302-309 
(April) 1954, 


The cramping, burning pain and distressing sensations of 
limb distortion that characterize a phantom limb syndrome are 
lifficult to treat. Drug addiction frequently becomes an added 
problem. Treatment of the phantom limb syndrome by alcohol 
injection and excision or percussion of the stump neuroma often 
fails to provide relief. Posterior cordotomy and sympathectomy 
we likewise not always beneficial, although spinothalamic 
tactotomy is usually effective, especially for a painful phantom 
lower extremity. For relief of such pain in an upper extremity, 
‘ven a high cervical cordotomy may prove ineffective, as it did 
i the 66-year-old woman whose history is cited. If another 
pinal cord operation or tractotomy at the medullary or mesen- 
“phalic level is refused, it may then be necessary to consider 
‘0 intracranial procedure such as unilateral or bilateral lobot- 
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omy, topectomy, or resection of contralateral sensory cortex. 
These intracranial procedures are not always of lasting benefit. 
For example, unilateral prefrontal lobotomy, conservative bi- 
lateral topectomy, or resection of the contralateral primary 
sensory cortex in the experience of the authors sometimes 
relieves a phantom limb syndrome for only five or six months. 
Bilateral frontal lobotomy moreover may adversely alter the 
personality, while resection of postcentral sensory cortex may 
lead to convulsive seizures. In the case cited, frontal lobe 
surgery was declined because of possible personality change and 
an additional tractotomy because of possible paralysis; there- 
fore, a generous subcortical “undercutting” of the parietal asso- 
ciation cortex representing the phantom limb was proposed. 
This subcortical parietal lobotomy has proved effective for relief 
of the upper extremity phantom limb syndrome for at least 
14 months. It is suggested that the phantom limb syndrome, 
whether psychogenic or neurogenic, depends principally on 
contralateral parietal thalamocortical circuits. 


Localization of Brain Tumors and Other Intracranial Lesions 
with Radioactive Iodinated Human Serum Albumin. H. S. Dun- 
bar and B. S. Ray. Surg., Gynec. & Obst. 98:433-436 (April) 
1954. 


Investigation with radioactive iodinated human serum albu- 
min was done in 100 patients suspected of having intracranial 
neoplasms. Correct diagnoses were made in 76 cases. Factors 
preventing correct diagnosis of a lesion are its avascularity, 
small size, and deep location. The procedure is simple, safe, 
and relatively comfortable for the patient. It proved most accu- 
rate in neoplasms of the cerebral hemispheres. For neoplasms 
of the posterior fossa, pituitary tumors, and other small lesions 
about the base and in the midline, the method is of question- 
able value in its present stage. Subdural hematomas were con- 
sistently localized. The usefulness of the method in cerebrovas- 
cular lesions is as yet undetermined. The over-all accuracy of the 
method is better than electroencephalography, but not so good 
as pneumoventriculography. Improvement in the accuracy of 
this type of investigation appears to depend on the develop- 
ment of another isotope more selectively concentrated in tumor 
tissue and a more sensitive and stable instrument for measuring 
radioactivity. 


Modification of Human Electroencephalogram by the Adreno- 
corticotropic Hormone of the Anterior Hypophysis (ACTH). 
T. Arndt; E. F. Pfeiffer and K. Schdffling. Arch. Psychiat. 
191:493-507 (No. 6) 1954. (In German.) 


While employing corticotropin (ACTH) in the treatment of 
15 patients with rheumatic disorders, Arndt and associates in- 
vestigated the electroencephalographic records as modified by 
this treatment. They found that all types of changes were more 
frequent in patients in whom the pretreatment electroencephalo- 
gram showed considerable deviations from the normal. Dys- 
rhythmia existed for a short time after a single intramuscular 
injection of corticotropin in some of the patients, and in one of 
these they assumed the proportion of convulsive potentials. 
Abnormalities existing before the onset of treatment in the 
electroencephalogram usually regressed in the course of pro- 
longed treatment with corticotropin. After corticotropin treat- 
ment was stopped, the electroencephalogram usually showed a 
certain instability that persisted for several weeks. The electro- 
encephalographic changes showed no relationship to either the 
clinical efficacy of the corticotropin therapy or metabolic dis- 
turbances. The authors feel that the immediate reaction follow- 
ing a single injection of corticotropin must be ascribed to as 
yet unknown probably neurological factors. The electroenceph- 
alogram likewise showed no relationship to the mental state of 
the patient. 


Indirect Spinal Cord Injuries Due to Gunshot Wounds of Spinal 
Column in Animal and Man. W. W. Klemperer, J. F. Fulton, 
H. Lamport and M. G. Schorr. Mil. Surgeon 114:253-265 
(April) 1954. 


A bullet that merely tears off a tip of a posterior spinous 
process can cause as severe an injury to the spinal cord as it 
could if it had penetrated into the cord itself. The latter type, 
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by far the more frequent, represents direct spinal cord damage, 
while the former produces the indirect type of spinal cord in- 
jury and remains unexplained in its mechanism. The authors 
outline a method by which they produced indirect spinal cord 
injuries in animals. In experiments on 11 dogs, bony trauma 
varied from a mere nick in a posterior spinous process to com- 
pound fractures, but clinical evidence of spinal cord trauma was 
completely absent in these dogs. Results were quite different in 
a series of cats. Of 20 cats with trauma to the spinal column, 17 
demonstrated evidence of complete physiological spinal cord 
lesions, and 3 showed signs of incomplete spinal cord damage. 
On the other hand in five cats without bony trauma and in 
which only the interspinous ligament was affected, two cats had 
no abnormalities and three showed only incomplete spinal cord 
involvement. One sheep failed to exhibit clinical signs of a spinal 
cord lesion after ligamentous as well as bony trauma. Two 
monkeys reacted more like the cats; that is, neurological findings 
were absent after damage to the interspinous ligament, but a 
physiological spinal cord lesion resulted from trauma to the 
posterior spinous process. Débridement, and laminectomy with 
or without opening of the dura were the methods employed 
by neurosurgeons in spinal cord injuries during World War II. 
These methods were applied in 23 cats and 2 monkeys without 
startling recoveries. In all the dogs, the spinal cord and its 
covering appeared normal; in most cats, a thin layer of clotted 
blood was present in the subarachnoid space. The clot extended 
from three to five laminas above and below the bony injury. 
The presence of blood in the subarachnoid space was accom- 
panied by a physiologically complete spinal cord lesion in 14 
cats. In one cat, the spinal cord lesion was clinically incom- 
plete, and in another one no abnormal clinical signs were 
found. The absence of subarachnoid blood was noted in a 
complete physiological spinal cord lesion of one monkey and 
one cat and in three cats with incomplete lesions. Seventeen 
indirect spinal cord injuries were found in a study of 201 
spinal cord injuries observed during World War II in the Medi- 
terranean and European theaters of operation. In all 17 cases, 
the spinal canal was intact either at autopsy or operation. With 
the exception of one massive extradural clot and hemorrhagic 
changes in the swollen posterior epidural fat in- another com- 
plete lesion, only thin subarachnoid hemorrhages were noted, 
but under the bony damage the grossly intact spinal cord was 
soft and swollen over a distance of from one to three laminal 
segments. The mechanism of indirect spinal cord injuries due 
to missiles can be based only on supposition, but it appears 
that this injury is produced by high-velocity missiles, bullets, 
or steel fragments traveling about 3,000 ft. per second. Flexi- 
bility of the spinal column seems necessary for this injury to 
occur. In dogs and sheep, with very stable spinal columns, the 
injury could not be reproduced, nor did it occur in the lower 
thoracic or lumbar spine of man. The spinal column of cats 
and monkeys, as well as the cervical and upper thoracic spine 
of man, is flexible enough to sustain indirect spinal cord in- 
juries. Since flexibility means movement between vertebrae and 
since one cat showed a distinct laminal imprint on the posterior 
aspect of the dura and cord, it is possible that a momentary 
dislocation of the vertebra occurred through the missile’s im- 
pact, compressing the spinal cord. 


Visceral Epilepsy. D. W. Mulder, D. Daly and A. A. Bailey. 
A. M. A. Arch. Int. Med. 93:481-493 (April) 1954. 


One hundred patients with paroxysmal visceral symptoms 
occurring either as an aura to an epileptic attack or as the 
attack itself were seen at the Mayo Clinic. There were 45 
female and 55 male patients between the ages of 11 and 67 
years. The paroxysmal symptoms varied in duration from 4 
months to 29 years. Diagnosis of epilepsy was confirmed by 
histories, by complete neurological studies, and, in certain cases, 
by observation of an induced or spontaneous attack. Eighty- 
three patients had evidence of a focal cerebral lesion that served 
as a source of abnormal electric discharge and appeared to be 
the cause of the attacks. The temporal lobes or the frontal 
parasagittal regions were the site of these discharging foci. 
The authors’ observations support other physiological evidence 


that these zones are important in the control of visceral func- ~ 


tion. Considerable overlapping of paroxysmal visceral symptomnts 
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was noted, so that a patient frequently complained of symptoms 
that involved more than one visceral system. Sixty-five patients 
described symptoms that suggested involvement of the gastro. 
intestinal tract, nausea being most frequent; symptoms referable 
to the cardiorespiratory system were reported by 50 patients 
palpitation and thoracic distress being described most frequently: 
5 patients reported symptoms suggesting involvement of the gen- 
itourinary tract; and 17 reported a paroxysmal sensation usyally 
beginning in the epigastrium but occasionally in the lower ex. 
tremities or genitalia and rising rapidly to the throat, for which 
the term “rising visceral sensations” is suggested. The bizarre na. 
ture of the complaints frequently led to a diagnosis of a psychi- 
atric disease or, rarely, to a diagnosis of a localized viscera] 
disease. Visceral epilepsy is a form of focal epilepsy that can 
be recognized by the paroxysmal occurrence of its symptoms, 
their unrelatedness to visceral pathological changes, and the asso- 
ciation of other symptoms and findings suggestive of cerebral 
disease. Management of visceral epilepsy is aimed, when pos- 
sible, at localization, identification, and eradication of the focal 
cerebral lesion causing the disorder. If surgical extirpation of 
the lesion is not possible, conservative therapy including the 
usual hygienic, psychological, and anticonvulsant measures js 
indicated. 


Selectivity and Option for Psychiatry. C. P. Oberndorf. Am. 
J. Psychiat. 110:754-758 (April) 1954. 


Terms such as option, discrimination, preference, selectivity, 
and segregation are generally in disfavor in the social scheme 
and philosophy of a democracy. Oberndorf agrees with the 
opposition to legalized segregation in the social scheme, which 
he regards as disadvantageous to those who are excluded and 
probably ultimately harmful to those who are presumably 
privileged, such as segregation in certain schools. He is inter- 
ested in the therapeutic setting that is most advantageous for 
the restoration to social and mental health of persons who are 
mentally ill. He cites conditions in a mental hospital in Las 
Vegas, N. Mex., as proof that in psychiatric therapy segre- 
gation along certain lines is not only not objectionable but 
essential to therapeutic effectiveness; having psychiatrists of 
various creeds and nationalities selected for services in psychi- 
atric institutions—for example, Spanish-speaking physicians to 
take care of Spanish patients in an institution such as the one 
in Las Vegas—would fulfill this need. Patients in mental hos- 
pitals are encouraged to engage in group social activities as part 
of the treatment. Most mental patients have experienced diffi- 
culty in making secial contacts. For that reason, many private 
mental hospitals select their patients because they offer a social 
environment into which the patient is most likely to fit, and 
such institutions also exercise their option of receiving patients 
who will not be put to an additional effort of adapting to an 
unaccustomed setting. Such a homogeneity is conducive to 
social relationships and fosters a feeling of tacit acceptance 
valuable to the peace of mind of most mental patients. Similar 
situations exist in outpatient psychiatric clinics, such as at St. 
Vincent's, Mount Sinai, and Presbyterian hospitals in New York. 
The services in each of these institutions attract mostly patients 
—but also are staffed by physicians and social workers—of the 
respective theological backgrounds. The object of all psycho- 
therapy is to bring about an integration within the patient, 
for the lack of such integration leads the patient into difficulties 
with himself and his environment. The integration of the met- 
tally disturbed person can best be achieved if he is treated by 
one who understands his motivations; therefore, it seems prob- 
able that for many years there will be a place for the selective 
mental hospital. 


Tolserol in Acute Alcoholism. R. W. E. Spreng. J. Nerv. & 
Ment. Dis. 118:545-551 (Dec.) 1953. 


The care of the patient during the withdrawal stage is 00¢ 
of the most difficult problems in the treatment of large num 
bers of alcoholics. At the institution with which Spreng 
connected, the majority of patients are in an acute alcoholic 
state on arrival, and if there is a wave of admissions the need 
for individual attention places a heavy strain on the medical 
and nursing staffs. If the period of acute symptoms can b¢ 
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shortened even slightly, the pressure will be relieved on both 
personnel and physical facilities. The studies described were 
conducted to determine the practicality of using mephenesin 
(folserol) in the attainment of this end. Mephenesin is a 
central depressant, acting on the internuncial neurons of the 
spinal cord. Because of its site of action, it has been used 
chiefly in spastic states of the skeletal muscle, one such condi- 
tion being alcoholic tremor. The patients were divided into 
two groups—the control group and the test group. Those in 
the control group received the therapy usually employed at 
the institution. Those in the test group received the same gen- 
eral treatment, with the addition of mephenesin. In the test 
group, the drug was administered by mouth in 1 gm. dosage 
(two tablets each containing 0.5 gm.) every two hours, except 
during the night, for a total of 10 doses. Considering the degree 
of intoxication, excitement, confusion, and incoordination, the 
alcoholics receiving mephenesin, in addition to the routine 
treatment, responded on the average about one day sooner than 
did those in the group receiving only routine treatment. 


GYNECOLOGY & OBSTETRICS 


Intravenous Pitocin Drip Induction of Labor in Preeclampsia: 
Report of Five Cases. R. W. Fulsher. West. J. Surg. 62:231-234 
(April) 1954. 


Intravenous administration of oxytocin (Pitocin) by the drip 
method to patients with missed abortion resulted in spontaneous 
delivery even though the pregnancies had only progressed to 
the fourth or fifth months and the cervices were neither effaced 
nor dilated. This fact suggested to Fulsher that the same method 
could be employed to deliver severely toxic patients, before they 
incurred permanent damage and became eclamptic, even though 
they might still be a few weeks from term, the presenting part 
floating, and the cervix unprepared. He cites histories of five 
women with preeclampsia in whom this method was used suc- 
cessfully. He found that no two patients will respond to the 
same amount of oxytocin. Intravenous administration makes 
possible the use of the smallest dose necessary to bring on con- 
tractions. Since there seems to be no lag in the action of the 
drug, its effect can be controlled easily by regulating the speed 
of the infusion. He usually starts with 15 drops per minute of 
a 1:1000 oxytocin solution: i. e., 1 cc. (10 I. U.) in 1,000 cc. 
of 5% glucose in water. This amount (0.015 minim per minute) 
is usually sufficient to cause regular contractions. Several hours 
elapse before any progress of labor becomes apparent, i. e., 
before the presenting part begins to engage and the cervix to 
efface. This has been called “the latent period” during which 
the patient has contractions that may be completely painless. 
Later a backache appears—usually before the contractions be- 
come painful. The author regulated oxytocin, drop by drop, 
to insure that the contractions be not too frequent at first in an 
attempt to reduplicate normal labor. The dosage was then 
increased progressively until the contractions occurred at least 
every 2 minutes and lasted at least 30 seconds. More concen- 
trated solutions rather than a more rapid drip was used to avoid 
the excessive administration of fluids. The author admits that five 
cases is a small number, but feels that other methods of ter- 
minating pregnancy, such as rupture of the membranes for 
stimulation of labor and cesarean section, would have been less 
satisfactory in the cases reported. 


Treatment of Primary and Secondary Amenorrhea with Long 
Acting Preparations of Estrone and Progesterone. B. Zondek 
and §. Rozin. Harefuah 46:93-96 (March 1) 1954. (In Hebrew, 
French, and English.) 


Zondek and Rozin feel that the earlier method of giving 
‘strogenic hormone over a long period to stimulate prolifera- 
on of the uterine mucosa and then to induce the secretory 
phase with progesterone should be abandoned, because the 
prolonged use of estrogens inhibits the gonadotropic function 
of the anterior pituitary, following which restoration of ovarian 
activity is inhibited. Later Zondek demonstrated that proges- 
tone alone, without the use of estrogens, can induce uterine 
bleeding, but now he and Rozin use both hormones in a form 
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that insures prolonged action. They used this preparation in six 
patients with primary amenorrhea and in 47 in whom secondary 
amenorrhea had persisted for from 2 to 10 years. A single 
injection of 10 mg. of Prolongal-estrone with 50 mg. of Pro- 
longal-progesterone induced bleeding after 8 to 11 days in five 
of the six patients with primary amenorrhea. The single failure 
was in an 18-year-old girl whose amenorrhea was the result 
of primary ovarian failure (Turner’s syndrome). Other methods 
of hormone treatment also failed to induce bleeding in this girl. 
The cases of secondary amenorrhea were treated with initial 
injections of 5 mg. of Prolongal-estrone and 50 mg. of Pro- 
longal-progesterone. The second and third injections consisted 
of 5 mg. of Prolongal-estrone and 25 mg. of Prolongal-proges- 
terone. Three to four treatments were most effective in inducing 
monthly bleedings. In cases of secondary amenorrhea of short 
duration with evidence of some degree of estrogenic activity, 
a single injection of 50 mg. of Prolongal-progesterone may suf- 
fice to induce bleeding. Treating amenorrhea with Prolongal- 
estrone-progesterone (microcrystals formed in the tissue) has 
the advantages that the small dose of estrogenic hormone does 
not inhibit the anterior pituitary lobe and that the intramuscular 
injections are well tolerated and there are no secondary reac- 
tions. 


Endometrial Carcinoma: Report of Five Cases. F. C. Spencer. 
Hawaii M. J. 13:261-263 (March-April) 1954. 


Spencer presents the histories of five patients with endometrial 
carcinoma. Their ages ranged from 31 to 72, three being in 
the fifth decade. Endometrial carcinoma is chiefly a disease of 
the menopausal and postmenopausal period. It occurs from 
one-third to one-fourth as frequently as carcinoma of the cervix, 
is of a lower grade of malignancy, and does not metastasize 
as rapidly. It produces prodromal symptoms earlier and in 
general is not such a treacherous disease as squamous cell carci- 
noma of the cervix. Any irregular vaginal bleeding in the meno- 
pause period should be suspect until it is proved that carcinoma 
is not present. The patient with so-called “functional bleeding” 
should not be treated medically until malignancy is ruled out. 
Thorough curettement should be done in the hospital. Curettage 
has the further advantage that it will cure about 50% of the 
cases of “functional bleeding.” The vaginal smear is not of 
great value in the diagnosis of endometrial carcinoma. The 
cells of this tumor are not shed as early or often as are those 
of the epidermoid carcinoma of the cervix. The smear should 
be taken by aspiration of the endocervical canal as well as by 
scraping the squamous-columnar junction of the cervix at a 
time when there is some evidence of vaginal bleeding. The de- 
tection of malignant cells is very helpful, but a negative finding 
is not uncommon when this tumor is present. Surgical treatment 
should include complete removal of the uterus, both tubes, and 
both ovaries. The ovaries must be sacrificed however young the 
patient may be, as this type of tumor extends to the ovaries 
frequently and early. The use of postoperative x-radiation 
should be guided by the findings at surgery and the report of 
the pathologist. If there seems to have been complete surgical 
removal, then the patient should not be exposed to the hazard 
of x-ray treatment. 


Transverse Presentation. J. O. Araujo, A. Guariento and G. 
Sawaya. Arq. cir. clin. e exper. 16:1-9 (Jan.-Dec.) 1953. (In 
Portuguese.) 


In the course of the last eight years, 64 cases of transverse 
presentation were observed in the Clinica Obstétrica of the 
Faculty of Medicine of Sao Paulo. Twin and multiple preg- 
nancies were excluded. Six women were primiparas and 58 
multiparas. There was premature rupture of the membranes 
in 10 cases and a narrow pelvis in 2. The fetuses were in either 
anterior or posterior, right or left presentation. The cord pro- 
lapsed alone or with either one or both arms and legs in 16 
cases. In 22 cases only the arm prolapsed. There was low 
insertion of the placenta in eight cases. When the patients 
reported to the hospital, only 42 were carrying living fetuses; 
13 were slightly premature and 29 were at full term of preg- 
nancy. In this group, three fetuses died in utero before any 


‘attempt at operation. Nine fetuses were delivered by cesarean 
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section and 30 by internal version. Dead fetuses were delivered 
by internal version, cervical embryotomy, or breech extrac- 
tion. There was no mortality in infants delivered by cesarean 
section, which included six fetuses at full term and three slightly 
premature. Eight out of the 30 fetuses delivered by internal 
version died during the operation. Thirty-one infants lived. 
Rupture of the uterus occurred spontaneously in two women 
and after internal version in four. Subtotal hysterectomy was 
done in one case and hysterorrhaphy in five. Sulfonamides and 
antibiotics were used systematically to prevent or control infec- 
tion. Transfusion was administered whenever it was necessary. 
The puerperium was febrile in 12 cases. No death occurred 
in mothers. 


PEDIATRICS 


Neonatal Tetany in Two Siblings: Effect of Maternal Hyper- 
parathyroidism. R. L. Walton. Pediatrics 13:227-234 (March) 
1954. 


Walton presents histories of two premature infants who pre- 
sented signs of tetany, such as twitching and tremors with and 
without convulsions. Antitetanic treatment consisted of the 
administration of calcium chloride and aluminum hydroxide gel 
in the formula and 10% calcium gluconate intravenously. The 
occurrence of tetany in these two siblings led to the discovery 
of primary hyperparathyroidism in the mother. Surgical ex- 
ploration of her neck was carried out, and a parathyroid 
adenoma was removed from the inferior pole of the left lobe 
of the thyroid gland. These cases demonstrate the important 
role that prenatal factors may play in influencing the para- 
thyroid state of newborn infants. The mechanism of intrau- 
terine suppression of fetal parathyroid glands is incompletely 
understood. It is obvious that maternal primary hyperpara- 
thyroidism can exert transplacental influence, and it seems 
likely that secondary hyperparathyroidism of pregnancy can 
also exert a transplacental influence. Since the former has 
an associated high serum calcium and the latter a low serum 
calcium, the author suggests that the transplacental suppression 
is mediated not by calcium or phosphate ions but by para- 
thyroid hormone. The author feels that the occurrence of 
tetany in premature or breast-fed infants or in a severe form 
in any infant should lead one to suspect hyperparathyroidism 
in the mother. Review of the literature reveals an apparently 
increased incidence of stillbirths, miscarriages, and premature 
births in mothers with primary hyperparathyroidism. 


Goiter in a Premature Infant. L. N. Pearlman. Canad. M. A. 
J. 76:317-319 (March) 1954. 


The 26-year-old mother of the infant whose case is presented 
had been taking 150 to 200 mg. of propylthiouracil daily for 
the previous year. This dosage was occasionally doubled for 
periods of three or four days. For about one month prior to 
delivery, she increased the dosage to 300 mg. daily. She had 
also been taking strong iodine (Lugol’s) solution, 8 to 12 drops 
daily, for the year prior to delivery. Hydramnios developed 
and the woman went into labor, delivering a girl of 34 weeks’ 
gestation weighing 4 Ib. 1% oz. (1,843 gm.). The baby was 
born with a diffusely enlarged thyroid that was firm with small 
nodules. The head was held in retraction. When the infant 
began to have difficulty in swallowing, two drops of strong 
iodine solution were given daily. Attacks of cyanosis and diffi- 
culty in breathing necessitated frequent suction and a high 
oxygen temperature. The enlarged thyroid decreased in size 
and the head retraction subsided after treatment with desiccated 
thyroid substance had been started when the infant was 5 days 
old. The administration of thyroid extract was stopped when 
the swelling of the gland had disappeared on the 36th day. 
Several days later a slight exophthalmos appeared. A few 
weeks later, after the baby had been treated with sulfadiazine 
and sulfasuxidine because of diarrhea and cellulitis, the thyroid 
became again diffusely enlarged and severe head retraction 
recurred. After treatment with the sulfonamide preparations 
was discontinued, the head retraction vanished and the swelling 
of the thyroid subsided. Although most mothers treated with 
thiouracil give birth to normal infants, about 20 to 30% in 
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selected series apparently show some effect of the drug on the 
fetal and neonatal human thyroid. It has been observed that 
in mothers receiving iodine with the thiouracil no abnormalities 
of the offspring occurred. This case negates this observation. 
In fact goiter has occurred in infants whose mothers have re. 
ceived iodine only. It is felt that thiouracil derivatives should 
be discontinued in the last month of pregnancy. It should be 
remembered that during pregnancy the basal metabolism js 
normally elevated. Administration of thiouracil preparations 
in amounts required to produce a basal metabolic rate normaj 
for a nonpregnant woman would in effect be producing a degree 
of hypothyroidism during pregnancy. This pitfall may be cir. 
cumvented by giving the drug for short periods only. The re- 
currence of the goiter at the age of 2 months could conceivably 
be due to the sulfonamides, but its rapid regression makes this 
a speculative concept. It is assumed that a series of attacks of 
cyanosis and tachycardia were caused by a congenital heart 
lesion. 


DERMATOLOGY 


The Induction of Sarcoid-Like Lesions by the Injection of 
Tuberculin. F. T. Billings Jr. and J. L. Shapiro. Bull. Johns 
Hopkins Hosp. 94:139-147 (March) 1954. 


A woman, aged 49, was hospitalized at Vanderbilt University 
Hospital in August, 1952, for observation and study of skin 
lesions of a rather unusual nature that had been present and 
spreading since December, 1951. She had been in good health 
until April, 1951, when right deltoid bursitis developed. Corti- 
sone was administered for two months and the bursitis grad- 
ually subsided. In December, 1951, she first noted roughness 
and cracking of the skin on and behind the left ear. Shortly 
thereafter she noted the spread of papular lesions over the 
face, neck, upper back, chest, and arms. These papules grad- 
ually became more numerous. In February, 1952, left deltoid 
bursitis occurred but subsided after cortisone therapy for six 
weeks. The skin lesions seemed to be unaffected by this treat- 
ment, and more papules continued to appear. In July, 1952, 
a biopsy was taken from a lesion on her back. At the same 
time, old tuberculin, 0.001 mg., was injected into the skin of 
the left forearm. Forty-eight hours later, there was a marked 
positive reaction that remained red and did not fade. Some 
weeks later, in August, 1952, she was first seen at the Vander- 
bilt Hospital. No abnormalities were found, except skin lesions 
scattered over face, neck, the upper part of her back, arms, and 
chest. They were well-circumscribed papules varying from 
pin-point and millet size to about 5 mm. in diameter. Many 
were so close together that they were confluent. As the smaller 
lesions grew, they became umbilicated with a dark center. 
They seemed to be most prevalent in areas frequently exposed 
to light. Numerous shiny millet-sized papules were closely 
crowded together in a well-demarcated area about 2 cm. in 
diameter at the site of the tuberculin injection on the left fore- 
arm. When 0.001 mg. of old tuberculin was injected again 
in September, 1952, the tuberculin reaction was positive, and 
in October sarcoid-like lesions were plainly visible in the area 
of the positive reaction. It was thought possible that this sarcoid 
type of reaction was nonspecific in nature, and so various vac- 
cines and skin tests were given intradermally, but none of these 
procedures were followed by the appearance of sarcoid-like 
lesions. As an investigative procedure with possible therapeutic 
implications, desensitization to old tuberculin consisting of the 
intradermal injection of increasing strengths was undertaken. 
The skin became progressively less reactive to tuberculin, and 
in February, 1953, no lesions were present. All that remained 
were areas of depigmentation where the papules had been. 
The patient has since remained well. The authors emphasize 
the nonspecificity of the lesions under discussion. Similar focal 
granulomas occur in tuberculosis, sarcoidosis, fungus infec- 
tions, talc granulomas, beryllosis, and many other conditions. 
So far as they have been able to determine, sarcoid-like lesions 
have not been previously observed at the site of positive old 
tuberculin reactions. They are unable to explain the phenom- 
enon. 
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Spontaneous Disappearance of Hemangiomas. E. van der Werf. 
Nederl. tijdschr. geneesk. 98:676-683 (March 13) 1954. (In 
Dutch.) 


According to van der Werf, most textbooks on skin diseases 
mention the possibility that angiomas may disappear without 
treatment, but none state which forms of angiomas may be 
expected to do this. This makes it difficult to decide when 
treatment is necessary and when it is not. Classifications based 
on the morphology are largely responsible for this. On the 
basis of examinations on many school children, the author has 
concluded that the classification of angiomas or nevi should 
be based on the clinical characteristics such as form, size, 
growth, site, color, and complications. This classification gen- 
erally makes it possible to make a prognosis and give directions 
for treatment. The most frequent angiomas are classified by 
van der Werf into (1) spider nevus, (2) nevus vasculosus, (3) 
port-wine stain, (4) senile angioma, and (5) strawberry mark. 
He is concerned chiefly with the strawberry marks, pointing 
out that investigations made by school health officers of the 
province of Gelderland showed that florid strawberry angiomas 
do not occur among school children because at this age they 
have become atrophic and as a rule have disappeared com- 
pletely, although a few red marks sometimes remain somewhat 
longer. The author made follow-up studies over a period of 
several years on 47 infants with congenital hemangioma. Lis- 
ter’s findings, based on observation on 77 children with 92 
untreated nevi followed up for seven years, were completely 
confirmed: strawberry marks no longer develop after the age 
of one year; regression soon starts and the majority of marks 
have disappeared by the age of 3 years, although some may 
persist a little longer. Treatment, therefore, is as a rule un- 
necessary. The author feels that it should be discouraged, since 
the cosmetic results are often unsatisfactory. The scars are 
large, the skin is thin, and irregular pigmentation remains. 


UROLOGY 


Transplantation of Kidneys, Experimentally and in Human 
Cases. G. Murray and R. Holden. Am. J. Surg. 87:508-515 
(April) 1954. 


When autotransplants of the kidneys to the vessels of the 
neck had been carried out in dogs, some functioned well for 
several months, but all eventually failed because of ascending 
infection and pyelonephritis from the ureterocutaneous fistula. 
The technique was then changed to find out the length of time 
and the conditions under which a kidney could be separated 
from its blood supply and still survive and regain function. At 
room temperature a kidney regained function up to a period 
of two and a half hours. If, however, the kidney were cooled 
0 from 10 to 4 C (50 to 39 F), there was a longer interval 
after transplantation during which it might resume function. 
It was found also that, if a kidney was irrigated so that all 
blood cells and all protein of the donor’s blood was completely 
removed, the chances of survival were better. If the detached 
kidney was perfused with a well oxygenated solution, this also 
prolonged its viability; and if to the perfusion fluid some oxy- 
genated red blood cells were added, there was further pro- 
longation of the survival time, so that some kidneys were 
transplanted and regained function after five hours. After the 
technique of autotransplantation had been standardized, homo- 
transplantation was tried. This added the problem of ureteral 
anastomosis, which was carried out by removing the left kidney 
of the recipient and attaching the ureter of the transplanted 
kidney to its stump with the help of a polythene tube. Some 
stenoses with hydronephrosis resulted from this. Still, in many 
animals, the ureter was patent, as demonstrated by injecting 
fluid across the suture line some weeks later. The condition 
of the transplanted kidney was appraised by a biopsy about 14 
days after the transplantation. If the transplanted kidney ap- 
peared viable, the remaining normal kidney was removed, leav- 
ing the animal to survive only on the transplanted kidney. All 
of 1! homotransplants, in which the kidneys were washed with 
sotonic sodium chloride and heparin solution, resulted in fail- 
ures, as did 7 other homotransplantations in which the kidneys 
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were irrigated with greater care. Suspecting that these failures 
might be related to vascular thrombosis, six other animals were 
heparinized, but several died of hemorrhage, and the three 
that survived from 7 to 11 days showed complete necrosis of 
the kidneys. Necrosis of the kidney also occurred in dogs in 
which pyribenzamine was used and in animals in which other 
techniques were used. Despite the failures of their experiments, 
the authors attempted kidney transplantation in four patients. 
Three of them were in such late stages of uremia that, while 
the transplanted kidney appeared to function and to improve 
the azotemia of the blood, the patients did not survive. The 
fourth patient had chronic uremia and was practically a bed 
invalid for a year and a half. From a young patient who re- 
cently died, a kidney was obtained and within two and a half 
hours it was removed from the donor and the vessels anas- 
tomosed with the external iliac vessels of the host. The ureter 
was transplanted through the wall of the bladder. When the 
anastomosis had been completed with the ureter still on the 
surface, the clips were removed from the blood vessels and 
the circulation allowed to flow through the kidney. The kidney 
became a normal pinkish hue and within two minutes urine 
was dripping from the end of the ureter. In spite of some 
fairly severe crises in the immediate postoperative period, the 
patient was out of bed within eight weeks, and her edema dis- 
appeared. She was secreting a normal amount of urine and 
her health was better than it had been for years. Within 6 
months she went back to her job as a stenographer, and she 
has been able to continue at this occupation for 15 months 
to date. The authors feel that, while it is possible that this 
patient might have returned to health without the kidney trans- 
plantation, it seems possible that the transplanted kidney is tak- 
ing part in her urinary excretion. 


Treatment of the Nephrotic Syndrome. P. Durand and E. De 
Toni Jr. Minerva pediat. 6:48-63 (Jan. 31) 1954. (In Italian.) 


A specific treatment for the nephrotic syndrome has not 
been found. A modus vivendi and a diet that permit relative 
rest of the organism and mainly of the kidneys are the first 
measures to adopt. Bed rest is needed, especially during the 
acute phase of the condition. Since a high protein diet as well 
as a low protein one may prove harmful, a low sodium diet 
supplying enough proteins to satisfy the needs of the patient 
in relation to his body weight is essential. This should be ac- 
companied by chemotherapeutic, antibiotic, or surgical treat- 
ment against the infections that either determine or complicate 
the syndrome. The authors feel that the induction of infections 
that are easily controlled is among the best therapeutic meas- 
ures. Induction of malaria seems to offer the best results. 
They used this in two patients, and the glomerular filtrate, the 
renal plasma flow, and the maximum tubular reabsorption rate 
were restored to normal. Other authors have reported good 
results after induction of measles and, in less degree, smallpox 
and scarlet fever. The mechanism of action of these infections 
on the nephrotic syndrome remains obscure. Another, but less 
effective, therapeutic means is intravenous administration of 
plasma. Intravenous injection of from 30 to 60 cc. of human 
plasma every other day to nine children brought only a mod- 
erate improvement to three. Because of these results, they feel 
that the plasma proteins are only scarcely utilized; in addition, 
other authors have reported that this method of treatment 
caused alterations in the kidneys. Lately, ion-exchange resins 
have been used to treat this syndrome. The authors used them 
combined with injections of plasma; their results were doubtful 
and they say that further studies may even prove that this 
therapy is harmful. Recently, some good results have been 
obtained with corticotropin (ACTH), but this hormone affects 
mainly the symptoms and the improvement is only transitory. 
The authors’ results with this hormone in five children were 
only transitory. The prognosis of the nephrotic syndrome has 
definitely improved since the advent of chemotherapy and 
antibiotics. The death rate following the onset of infections 
in patients with this syndrome has decreased, the number of 
recoveries has increased, and now the disease often evolves 
into renal insufficiency. 








Cardiovascular Surgery. By Gerald H. Pratt, M.D., F.A.C.S., Associate 
Clinical Professor of Surgery, New York University College of Medicine, 
New York. Cloth. $15. Pp. 843, with 358 illustrations. Lea & Febiger, 
600 S. Washington Sq., Philadelphia 6, 1954. 


This book is well written by an author who has covered 
matters of interest and importance in the field of vascular dis- 
eases. His primary interest in the past has been in peripheral 
vascular disease; consequently, the sections of the book on the 
arterial, the venous, and the lymphatic circulatory systems are 
outstanding. The chapter on surgical treatment of lymphedema, 
in which he describes his own operation, should be especially 
valuable to any surgeon who is suddenly confronted with the 
problem. The book can best be listed as a reference work, com- 
prehensive enough to cover most conditions but not laboriously 
detailed. The title seems a bit unfortunate. The sections on vas- 
cular disease and surgery comprise the meat in this book, and 
it is well prepared and flavorful. The portion on cardiology 
could well have been omitted because it adds little, but rather 
detracts from the excellent presentation of the portion on vas- 
cular surgery. This is a book that students may read with profit; 
those interested in vascular disease will read it with pleasure 
as well. 


Practical Methods in Biochemistry. By Frederick C. Koch and Martin 
E. Hanke, Associate Professor of Biochemistry, University of Chicago, 
Chicago. Sixth edition. Cloth. $5. Pp. 537, with 28 illustrations. Williams 
& Wilkins Company; Mount Royal and Guilford Aves., Baltimore 2, 1953. 


The first edition of this book appeared in 1934. Thus, in 20 
years six editions have appeared and several editions have had 
to be reprinted; from this fact alone one may judge the value 
of this book. Although Koch and Hanke are listed as authors, 
this edition is the work of the latter, since Dr. Koch died in 
1948. This edition maintains the excellent quality exhibited by 
the earlier editions and has kept the information abreast of the 
newer techniques by the addition of new experiments, including 
the paper chromatographic and ion exchange techniques for 
separation and identification of amino acids, studies in enzyme 
kinetics, manometric study of succinic dehydrogenase, the use 
of diethylene glycol as a solvent for the determination of 
saponification numbers, the estimation of pepsin by the hemo- 
globin method, and the microbiological determination of 
methionine and cobalamine. There are many other changes and 
some rearrangement of experiments under different chapter 
headings to present a logically organized text. In most of the 
experiments the principle is first presented, then a list of the 
reagents to be used and their concentrations, followed by the 
procedure. The explanations and directions are clearly and suc- 
cinctly presented. This is undoubtedly one of the best bio- 
chemical laboratory texts now available. 


Encylopedia of Chemical Technology. Volume XI: Polyols to Rutin. 
Edited by Raymond E. Kirk, Head, Department of Chemistry, Poly- 
technic Institute of Brooklyn, and Donald F. Othmer, Head, Department 
of Chemical Engineering, Polytechnic Institute of Brooklyn, Brooklyn, 
N. Y. Assistant editors: Janet D. Scott and Anthony Standen. Cloth. 
$30; subscription price $25. Pp. 950, with illustrations. Interscience Pub- 
lishers, Inc., 250 Fifth Ave., New York 1, 1953. 


This volume covers the chemical technology of those sub- 
stances that alphabetically fall between the polyols and rutin. 
Of primary interest to the physician are sections on the poly- 
saccharides, proteins and protein hydrolysates, pyridoxine and 
other vitamin Bs compounds, quaternary ammonium compounds, 
radiography, and riboflavin. As in the preceding volumes, this 
one contains much information on technical subjects other than 
those related to medicine. Many chemicals, potentiometry, 
powder metallurgy, power generation, pressure measurement 
and technique, printing, printing ink and reproducing processes, 
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synthetic protein fibers and protein plastics, pulp, military ang 
commercial pyrotechnics, radioactive elements and radiochemis. 
try, rayon, refrigeration, acetylene chemistry, resins, rocket 
propellants, rosin and its derivatives, rubber (synthetic and 
natural), and rubber compounding are discussed. This is a valy- 
able, reliable, and informative encyclopedia. 


Introduction to Microorganisms. By LaVerne Ruth Thompson RN., 
M.A., M.S., Associate Professor of Nursing Education, Teachers College, 
Columbia University, New York. Third edition. Cloth. $5.25. Pp. 55). 
83 illustrations. W. B. Saunders Company, 218 W. Washington Sq., 
Philadelphia 5; W. B. Saunders Company, Ltd., 7 Grape St., Shaftesbury 
Ave., London, W.C.2, 1954. 


This book, primarily intended for nurses, presents the basic 
concepts of microbiology and the relationship of micro-organ- 
isms to man and his environment. Minimal attention is given to 
differential identification of micro-organisms in the laboratory. 
The public health aspects of infectious diseases are emphasized. 
The book consists of five main sections dealing respectively with 
fundamentals of microbiology, bacteria and environment, para- 
sites and the host, the pathogens, and man against parasites, 
Each section is followed by suggestions for laboratory exercises 
to supplement the text. An appendix on the use and care of the 
microscope precedes a general index at the end. Each chapter 
is followed by a list of references. The book is intended for 
students with some introductory knowledge of chemistry. A new 
chapter on parasites as stress agents includes the newer concept 
of disease as a multiple response or adaptation to environmental 
stress. Although this concept is presented with the ideas of host 
resistance or exhaustion, it may confound rather than aid be- 
ginning students in acquiring a clear understanding of immunity, 
which is discussed in the succeeding chapter. The special mean- 
ing that is assigned to “shock,” a commonly used clinical term, 
may also engender some confusion. By and large, the text is well 
written, with appropriate terminology and definitions. In one 
footnote there is an inaccurate reference to the Food and Drug 
Administration as a branch of the Department of Agriculture. 
In the last section, the classification of the Public Health Service 
as part of the Federal Security Agency is out-of-date, the latter 
agency having been replaced by the Department of Health, 
Education, and Welfare. The book is sturdily bound, of con- 
venient size, and admirably free of typographic errors. It should 
be in demand as a beginning textbook for nurses and college 
undergraduate students of the subject. 


The Uncommon Heart Diseases. By Nathaniel E. Reich, M.D., F.A. 
C.P., F.C.C.P., Clinical Assistant Professor of Medicine, State University 
of New York, College of Medicine, New York. Cloth. $10.50. Pp. 516, 
with 110 illustrations. Charles C Thomas, Publisher, 301-327 E. Lawrence 
Ave., Springfield, Ill.; Blackwell Scientific Publications, 49 Broad St., Ox- 
ford, England; Ryerson Press, 299 Queen St., W., Toronto 2B, 1954. 


In many excellent texts now available the common types of 
heart diseases are well described, but rare conditions are usually 
only briefly discussed. The physician must then refer to the 
original literature. This is often a tedious and time-consuming 
task. A book on the uncommon heart diseases is therefore most 
welcome for ready reference. Although Dr. Reich has included 
some conditions, such as chronic cor pulmonale and acute non- 
specific pericarditis, that are by no means rare, his coverage of 
the rare diseases of the heart is fairly complete and, in general, 
adequate. A bibliography is included after each chapter. A 
variety of tumors of the heart, the so-called diffuse collagen 
diseases, and acute myocarditis from bacterial, rickettsial, and 
viral infections are described. Disturbances in the heart occur- 
ring in a great variety of systemic diseases are discussed in 
chapters on nutritional and metabolic disorders, blood dyscrasias, 
and the parasitic diseases. In some sections the treatment ' 
somewhat superficial; for instance, the interesting biochemical 
studies of heart muscle in vitamin deficiency states are not men- 
tioned. On the whole, however, this volume should be useful as 
a general reference book for the internist and cardiologist. 
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Amebiasis. By Ernest Carroll Faust, A.B., M.A., Ph.D., William Vin- 
cent Professor of Tropical Diseases and Hygiene, Head of Division of 
Parasitology, Department of Tropical Medicine and Public Health, Tulane 
University of Louisiana, New Orleans. Publication number 191, American 
Lecture Series, monograph in American Lectures in Internal Medicine, 
edited by Roscoe L. Pullen, M.D., F.A.C.P., Professor of Medicine and 
Dean, University of Missouri School of Medicine, Columbia. Cloth. $4.75. 
Pp. 154, with 11 illustrations. Charles C Thomas, Publisher, 301-327 E. 
Lawrence Ave., Springfield, Ill.; Blackwell Scientific Publications, 49 
Broad St., Oxford, England; Ryerson Press, 299 Queen St., W., Toronto 
2B, 1954. 


This monograph, although written by a parasitologist, covers 
the clinical and public health aspects of amebiasis. A summary 
is given at the end of each chapter and a bibliography at the 
end of the book. The author urges the incorporation of pre- 
yentive measures in public health programs because amebiasis 
is widespread and insidious, but he also warns against ameba- 
phobia. He believes that with a proper approach the disease can 
be brought under control. All the new therapeutic agents are 
evaluated. The author wisely makes no claims for amebacidal 
properties in antibiotics but states that they may aid in con- 
trolling secondary bacterial infection in patients suffering from 
amebiasis. The author and subject indexes seem to be complete. 
This book should be of value as a quick reference on any phase 
of the subject discussed. 


Pediatric Problems in Clinical Practice: Special Medical and Psycho- 
logical Aspects. Edited by H. Michal-Smith, Ph.D., Chief Clinical Psy- 
chologist, Flower and Fifth Avenue Hospitals, New York. With fourteen 
contributors. Cloth. $5.50. Pp. 310. Grune & Stratton, Inc., 381 Fourth 
Ave., New York 16, 1954. 


This book consists of 13 chapters written by specialists on 
various problems of childhood. The foreword is by Howard A. 
Rusk. It is interesting to note that the editor is not a physician, 
although the material is mainly medical in nature. The chapters 
cover the problems of the emotionally disturbed, the schizo- 
phrenic, and the mentally retarded child; the child with brain 
injury; the child with cerebral palsy; and the allergic, the cardiac, 
the diabetic, the epileptic, and the tuberculous child. In addition, 
there are two chapters of a general nature, one on the normal 
child and one on the sick child. The book also contains recom- 
mended reading for parents. The emphasis in most chapters is 
on the psychological phases of pediatrics. Some chapters, how- 
ever, deal also with physical problems. As is the case in most 
books written by different authors, the style varies a great deal. 
Some chapters are written in popular style, others in a more 
technical form. It is, therefore, hard at times to decide whether 
the book is intended for the physician or for the layman. The 
organization of the chapters is not the best; for instance, the 
chapter on epilepsy is placed between the chapter on the diabetic 
child and the one on the tuberculous child. A more orderly 
arangement would have made the book more valuable. The 
book is authoritative and should be a valuable addition to the 
physician’s library. 


The Psychology of the Criminal Act and Punishment. By Gregory Zil- 
borg, M.D. Isaac Ray award book. Cloth. $3.50. Pp. 141. Harcourt, 
Brace and Company, Inc., 383 Madison Ave., New York 17, 1954. 


The author is a distinguished psychiatrist. His book, written 
for laymen, stresses the conflict that has so long existed between 
the law and psychiatry. Although psychology furnishes the basis 
of the work, emphasis is also placed on the integration of the 
court, the lawyers, the jurors, the expert witnesses, and the 
penologist as related to the judicial proceeding; the effect and 
lhe efficacy of punishment; and the rehabilitation of the 
ttiminal. 

The author describes the McNaghten rule as the impenetrable 
wall behind which sits entrenched the almost unconquerable 
prosecutor, as the monster that prevents the psychiatrist from 
introducing true understanding of human psychology and the 
hychology of the criminal act. Since every criminal act is an 
«t of aggression, both the lawyer and the psychiatrist must 
have a clear concept of human aggression if there is to be cure 
of the psychologically ill or just punishment or rehabilitation of 
he criminal. Aggression cannot be stamped out with counter- 
‘gression, and punishment, in order to serve the purpose of 
thabilitation, must be accepted emotionally by the punished. 
The author points out that psychiatry seems to be afraid that 
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the law actively avoids any true understanding of the trans- 
gressor, while the law seems to be afraid that psychiatry might 
understand the transgressor too well and might forgive too 
readily. Thus, in practice, the psychiatric expert is treated either 
as a hireling who must follow the whim of the prosecutor or as 
an intruder who works to interfere with the regular course of 
justice. He is required to offer accurate tests in support or 
refutation of the claims of the criminal law, whereas it is a 
matter of genuine knowledge that such tests do not exist. 

A present-day criminal trial is not a scientific investigation 
after truth, but an adversary proceeding, and the established 
“double standard” of psychiatric opinion—an expert for each 
side—is corrupting and immoral. The author advocates the 
establishment of an ethical standard whereunder the psychiatrist 
may not appear on the call of either the prosecution or the 
defense but only as a friend of the court. The author also makes 
constructive and substantiated suggestions as to the punishment 
and rehabilitation of the criminal. The book should prove in- 
structive to all who are interested in the administration of 
justice. 


Student Personnel Services in Higher Education. By Dugald S. Arbuckle, 
Director, Student Personnel, School of Education, Boston University, 
Boston. Cloth. $4.75. Pp. 352. McGraw-Hill Book Company, Inc., 330 
W. 42nd St., New York 36; 95 Farrington St., London, E.C.4, 1953. 


The author has done a creditable job of discussing the multi- 
fold duties of his staff as well as those of other colleges. Among 
the topics considered are student orientation, vocational services, 
counseling, religious services, student group activities, housing, 
and dining services. A chapter is devoted to a brief examination 
of college health services and education. An interesting appendix 
containing 34 samples of charts and forms used by the student 
personnel staff is provided. This book, addressed to faculty 
members and administrators of institutions of higher learning, 
is well annotated. 


Atlas of Orthopedic Traction Procedures. By Carlo Scuderi, B.S., M.D., 
M.S., Clinical Associate Professor of Surgery, University of Illinois, 
Chicago. Cloth. $12.50. Pp. 230, with 124 illustrations. C. V. Mosby Co., 
3207 Washington Blvd., St. Louis 3, 1954. 


The author is well qualified to produce this atlas. The language 
is clear and concise. The illustrations are excellent and easily 
followed. Since the directions are so simple, they will be helpful 
to nurses and orderlies as well as to doctors. This atlas should 
be in the library of every hospital. 


Antibiotics Annual, 1953-1954: Proceedings of the Symposium on 
Antibiotics, October 28, 29, and 30, 1953, Washington D. C. Chairman: 
Henry Welch, Ph.D., Director, Division of Antibiotics, Food and Drug 
Administration. Edited by Henry Welch and Félix Marti-Ibafiez, M.D. 
Sponsored by U. S. Department of Health, Education, and Welfare, Food 
and Drug Administration, Division of Antibiotics, in collaboration with 
journal Antibiotics and Chemotherapy. Cloth. $8. Pp. 632, with illus- 
trations. Medical Encylopedia, Inc., 30 E. 60th St., New York 22, 1953. 


This book discusses the experimental and clinical aspects of 
antibiotic therapy and certain phases of the use of antibiotics 
in livestock. Both new and well-established antibiotics are de- 
scribed. Most of the papers are appropriately annotated. The 
editors have been painstaking in their efforts to insure accuracy 
of the text and of the detailed tabulations of technical data 
included in many of the papers. Subject and author indexes are 
provided at the end. The book will be highly useful as a refer- 
ence for all workers in the field of antibiotics. 


Clinical Medicine: Some Principles of Thinking, Learning and Teaching. 
By R. D. Lawrence, M.A., M.D., F.R.C.P., Physician-in-Charge, Diabetic 
Department, King’s College Hospital, London. Boards. 7s.6d. Pp. 64. 
H. K. Lewis & Co., Ltd., 136 Gower St., London, W.C.1, 1954. 


This little volume, written for the student, emphasizes some 
of the principles of thinking, learning, and teaching applicable 
to clinical medicine that the author has found useful in mini- 
mizing his own errors in diagnosis and treatment. It is well writ- 
ten and contains much sound common sense worthy of reading 
and reflection by the undergraduate student in medicine and 
the young physician. 



















































































USE OF ANTICOAGULANTS 
IN CEREBRAL THROMBOSIS 
To THE Epiror:—What is the consensus regarding the use of 
anticoagulant therapy in cerebral artery thrombosis? 
Saul H. Kaplan, M.D., Miami Beach, Fla. 


ANSWER.—The use of anticoagulant therapy in the treatment 
of cerebral thrombosis and embolism is at present in a pre- 
liminary phase. Wright (Tr. & Stud. Coll. Physicians Phila- 
delphia 15:15, 1947) reported preliminary studies regarding 
this in 1946-1947, and subsequently others have published 
similar observations. However, the final evaluation of this form 
of therapy must await a larger total experience. It seems logical 
to use anticoagulant drugs with the hope of (1) preventing 
propagation of the primary thrombus in the brain which might 
extend to involve additional branches of the artery, thus in- 
creasing the size of the infarcted area; (2) preventing the de- 
velopment of multiple thrombi in other vessels, a not uncommon 
occurrence in the brain; (3) encouraging the more rapid dis- 
integration of thrombi or emboli by the enzyme systems of the 
blood which may have freer action in the presence of adequate 
anticoagulant therapy and in the case of emboli; and (4) the 
treatment of the original thrombus (usually located within the 
heart) in an attempt to prevent further propagation and the 
breaking loose of additional emboli. The risks that must be 
evaluated include: (1) the possibility of an error by the diagnosis 
of thrombosis or embolus, when it is actually hemorrhage, 
which may be aggravated by anticoagulants (therefore, careful 
thought must be given to diagnosis); (2) hemorrhage, which 
frequently occurs in infarcts and is rarely, if ever, seriously 
aggravated by anticoagulants when it occurs in other tissues, 
such as the heart, lungs, or kidneys, less being known about the 
risk of a similar situation in the brain; and (3) hemorrhage else- 
where in the body, a calculated and well-understood risk, part of 
all anticoagulant therapy. The most recent results appear to 
indicate that this form of therapy for cerebral artery thrombosis 
or embolism is worthy of more thorough trial. It requires ac- 
curate prothrombin tests and meticulous care and observation 
by any physician who undertakes it. 


BLOOD TRANSFUSIONS 

To THE Eprror:—Can any amount of Rh-negative blood be 
given to an Rh-positive person? How much type O blood 
containing A and B substances to make it true universal donor 
biood can safely be given to a recipient of some other type 
of blood? M.D., Arizona. 


ANSWER.—As a rule, any amount of Rh-negative blood can 
safely be given to an Rh-positive recipient. However, such a 
procedure is not good practice for the following reasons: 1. 
Rh-negative blood is in short supply and should be reserved 
for Rh-negative recipients. 2. While Rh-negative blood is al- 
most always compatible for Rh-positive recipients, rarely it may 
bring about sensitization to one or more of the so-called Hr 
factors. Then, a subsequent transfusion of Rh-negative blood 
could cause a serious hemolytic reaction, or if the patient is a 
woman she might be prevented from having normal babies. 
3. If the Rh-negative donor is sensitized to the Rh factor, the 
Rh antibodies introduced into an Rh-positive recipient’s circu- 
lation could destroy the recipient’s own red blood cells. 

It is not advisable to use group O blood containing A and B 
substances for recipients of other blood groups routinely. The 
use of such blood should be reserved only for emergencies. 
Good practice requires that, except in emergencies, patients re- 
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ceive blood only of their own group. The use of group sub- 
stances is not foolproof, since if the titer of the isoantibodies 
in the group O donor’s serum is very high neutralization may be 
incomplete and hemolysis of the recipient’s erythrocytes can re. 
sult. It is better to titrate the isoagglutinins of the prospective 
donor’s serum and use only those with low antibody titers 
Multiple transfusions of such selected group O blood were given 
to wounded members of .our armed forces during the Korean 
war, with only mild evidence of hemolysis. When hemolytic 
reactions occurred following transfusions of group O blood to 
group A or group B recipients, it usually turned out that the 
blood had not been received by air from the United States 
but had been obtained locally from volunteers whose isoanti- 
bodies had not been titrated. It should be mentioned that, when 
patients of group A and group B have received multiple trans- 
fusions of group O blood, an effect tantamount to an exchange 
transfusion results. Therefore, when such recipients are then 
given transfusion of blood of their own group a hemolytic trans- 
fusion reaction can result. For more details, consult the recent 
article by Crosby and Akeroyd (Blood 9:103-116 [Feb.} 1954), 


PROSTATITIS FOLLOWING STRAIN 


To THE Epitor:—A laboring man, aged 62, of generally good 
health, was working with a group handling 100 Ib. sacks of 
grain. After several days of this work he began suffering 
with pain in the perineum, thighs, and back. He also had 
chills and fever and urethral discharge. A urologist was 
called, and in a few days a transurethral resection was done 
with subsequent recovery. Would long-continued work of this 
kind cause or aggravate an already existing prostatic hyper- 
trophy? Could the “strain” syndrome be brought on in this 
way? M._D.., Texas. 


ANSWER.—It is generally accepted that acute nonspecific epi- 
didymitis, prostatitis, or vesiculitis might follow strain caused 
by lifting heavy weights. This may be accompanied by chills 
and fever and urethral discharge. It is assumed that increased 
urinary pressure may cause reflux of bacteria present in the 
urethra into the prostatic and paraprostatic tissues. It is question- 
able whether a strain would primarily affect existing prostatic 
hypertrophy, although inflammation with edema of the tissues 
might temporarily aggravate hyperplasia. 


POLIOMYELITIS VACCINE 
To THE Epitor:—As Dr. Salk’s poliomyelitis vaccine is grown 
on kidney of rhesus monkeys, is there danger that in sensi- 
tizing Rh-negative little girls with this vaccine there might be 
difficulties with their pregnancies in later years from the point 
of view of the Rh factor? 
Elizabeth Hale Laidlaw, M.D., Tucson, Ariz. 


ANSWER.—The relationship between the blood factors of 
rhesus monkeys and the human Rh blood factors is a complex 
one. Immunization of rabbits or other experimental animals 
with the blood cells of rhesus monkeys will stimulate the pro- 
duction of antibodies that cross react with human erythrocytes. 
This is to be expected because of the close biological relationship 
between the two species. Some, but not all, antirhesus serums 
have the property that they react somewhat more intensely with 
adult Rh-positive cells than with adult Rh-negative cells. There- 
fore, by diluting such serums or by absorbing them, one can 
obtain a reagent that can be used to type human blood for the 
Rh factor. This reagent, however, is greatly inferior to the anti- 
serums obtained by immunizing human Rh-negative subjects 
with human Rh-positive blood cells. Therefore, the original ant- 
rhesus immune serums are no longer used for Rh diagnostic 
tests and have been replaced by anti-Rh serums of human 
origin. How dissimilar the human Rh factors are from the factors 
in rhesus blood can be seen especially from the observation that 
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potent anti-Rh serums prepared in human subjects do not react 
with rhesus blood cells at all. In view of these considerations, 
one can safely predict that, while immunization of human sub- 
jects with rhesus blood cells will almost surely stimulate the 
formation of antibodies for rhesus blood cells, such antibodies 
will not cross react with human erythrocytes. Another important 
consideration is that the tissue cultures of rhesus kidney cells 
should contain few, if any, rhesus red blood cells, and prepara- 
tions of the Salk vaccine itself contain only negligible amounts 
of protein. Based on these considerations, it appears that there 
is no chance that injections of Salk vaccine will cause human 
Rh-negative subjects to produce Rh antibodies. 


GAS GANGRENE 


To THE Epiror:—In crushing injuries involving skeletal muscle 
is gas gangrene antitoxin commonly used or are the recent 
(penicillin, etc.) antibiotics satisfactory proynylactics? If so, 
which is the one of choice? 

Harris A. Weisse, M.D., Plymouth, Wis. 


ANSWER.—The prophylactic use of gas gangrene antitoxin is 
now known to be ineffective and is not recommended. The pro- 
phylactic use of penicillin and other antibiotics against any in- 
fection of severe wounds is ineffective unless accompanied by 
adequate wound débridement to include removal of necrotic or 
devitalized tissue. Such wounds should be left open but may be 
secondarily closed several days later. The agent, route, and 
dosage used may be summarized as follows: Patients in some 
degree of shock and requiring intravenous therapy should be 
given aqueous penicillin G in doses of 500,000 to 1,000,000 
units along with their fluids every 8 to 12 hours; patients not 
in shock should receive 600,000 units of procaine penicillin 
intramuscularly with 200,000 units of aqueous penicillin G 
added at intervals of 8 to 12 hours; streptomycin in doses of 
0.5 gm. should be given concomitantly by vein but discontinued 
after five days; patients with extensive devitalization of muscles 
should receive oxytetracycline, chlortetracycline or chloram- 
phenicol in doses of 0.5 gm. intravenously at time of initial sur- 
gery along with penicillin in the doses mentioned above. When 
oral intake becomes possible these agents are given by mouth 
in doses of 0.5 gm. every four to six hours. All antibiotic therapy 
should be reevaluated for bacterial resistance and sensitivity at 
72 hour intervals. 


SPINAL PUNCTURES 


To THE Epiror:—Kindly give information on the pros and cons 
for doing spinal puncture in cerebral vascular accident and 


in cranial trauma. P. J. Antrim, M.D., Tooele, Utah. 


ANSWER.—A spinal puncture is a useful diagnostic procedure 
in cases of cerebral vascular accident and craniocerebral trauma. 
As a therapeutic procedure, however, it has a very limited ap- 
plication in either condition. Many cerebral vascular accidents 
are due to ruptured aneurysm in and around the circle of 
Willis, and blood-tinged cerebrospinal fluid is often the only way 
to make an accurate diagnosis. A diagnostic lumbar puncture 
should include pressure readings of the cerebrospinal fluid, with 
the removal of only enough fluid for cytological, chemical, and 
serologic data. When any intracranial condition is suspected, 
pressure readings should not include the Queckenstedt test, for 
this procedure is of value only in determining partial or complete 
blockage of the spinal subarachnoid space. In ordinary circum- 
Stances, the pressure in the spinal subarachnoid space is an 
accurate reflection of the tension within the cranial cavity; how- 
ever, in patients in whom there has been foraminal herniation 
at either the incisura of the tentorium or at the foramen mag- 
num, the accurate state of intracranial tension is not reflected 
in the pressure within the spinal subarachnoid space. Spinal 
punctures are not without their risk, for the sudden release of 
pressure in the spinal subarachnoid space may produce or ag- 
gravate a herniation at either the incisura or at the foramen 
magnum; such herniations are responsible for the sudden deaths 
that are occasionally reported following diagnostic spinal punc- 
tures. When there is doubt as to the usefulness of spinal puncture 
In cases of intracranial disease, it should be avoided. Only when 
the data are imperative in arriving at an accurate diagnosis is the 
Procedure justified. 
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DUODENAL ULCER, SMOKING, AND ALCOHOL 


To THE Epitor:—A patient is 49 years of age and one and one- 
half years ago had an active duodenal ulcer with melena. 
On medical treatment, the ulcer healed so that the roent- 
genogram six months later showed a cicatrized scar. Much 
has been written about the effect of alcohol and smoking. 
1. How much harm would one cigar after dinner do? 2. How 
much harm would one scotch and water after dinner do by 
itself; or if some antacid is taken afterwards? 


M.D., Connecticut. 


ANSWER.—Duodenal ulcer in all probability is caused by a 
hypersecretion of gastric juice both in the fasting stomach and 
as a result of the ingestion of food. Healing has been secured in 
this case by a type of medical management probably designed 
to neutralize, in large part, the free hydrochloric acid of the 
gastric content. The occurrence of bleeding indicates that a 
fairly large blood vessel is in close proximity to the ulcer site 
and, should ulceration recur, further hemorrhage is a distinct 
possibility. Hemorrhage from a duodenal ulcer in a man 49 
years of age can be quite serious and many competent surgeons 
take the point of view that surgical treatment would be indicated 
here. It would probably be wise in the present instance to de- 
termine the amount of free hydrochloric acid put out in the 
nocturnal gastric secretion as a possible indicator of future 
trouble. Normal persons put out from 15 to 20 mEq. of free 
hydrochloric acid in the 12 hour fasting nocturnal gastric secre- 
tion; on the other hand, in duodenal ulcer patients the amount 
put out may vary between 50 and 300 mEq. If more than 75 
mEq. of free acid is found in the nocturnal gastric secretion the 
likelihood of recurrence of the duodenal ulcer is real and the in- 
gestion of alcohol or smoking would be most unwise. Both of 
these procedures stimulate the secretion of gastric juice and 
thus add to the chance for recurrence. 


THE STRESS SYNDROME 


To THE Epitor:—What can be done to prevent the adverse 
effects of the stress syndrome, particularly gastrointestinal 
ulcerations following burns or operative procedures? 


Alexander Zabin, M.D., Malverne, L.1., N. Y. 


ANSWER.—The administration of corticotropin (ACTH) or 
of cortisone has been found to produce a sustained increase in 
gastric secretion in both man and experimental animals. There 
is considerable evidence that an increased output of corticotropin 
from the hypophysis occurs under conditions of severe bodily 
stress, and this increased secretion may be expected to turn to 
cause an increased elaboration of cortisone from the adrenal 
glands. It has not, however, been demonstrated that severe stress, 
such as burns, produces an increase in gastric secretion although 
this is a distinct possibility. The problem is under investigation, 
but pending the appearance of conclusive data, it might be wise 
to infer that severe bodily distress could increase gastric secretion 
to the point of damage to the mucosa. Decompression of the 
stomach by suction through an indwelling nasal, gastric tube 
should be instituted in such patients and measurements made of 
the daily output of gastric juice. If a hypersecretion is found, 
the administration of antacids, as is done in the medical treat- 
ment of peptic ulcer, is indicated. Gastric decompression is 
likewise effective in preventing postoperative acute dilatation of 
the stomach and ileus. 


MENOPAUSAL HYPOTENSION 


To THE Epitor:—Kindly give information concerning treat- 
ment of menopausal hypotension. 


W. F. Cantwell, M.D., International Falls, Minn. 


ANSWER.—While so-called menopausal hypertension is at 
times spoken of this consultant has never heard or read of any 
such entity as menopausal hypotension. Although a minority 
of internists and gynecologists believe that there is a character- 
istic, moderate grade of hypertension that may occur at the 
menopause, which is usually of vacillating character and of only 
temporary duration, the majority look upon this concept with 
much skepticism. However, this consultant knows of no publi- 
cation on menopausal hypotension and has seen no cases that 
he would so designate, nor does he think that if hypotension 
is observed in middle life it could call for any medication. 
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LOSS OF APPETITE 

To THE Epitor:—A patient has just recovered from a severe 
coronary attack at the age of 80. For several years his appetite 
has been poor and for the past two years he really has no 
desire for any food. What little he eats he forces himself to 
eat it. He has seen many physicians with no result. Since the 
hypothalmus gland seems to be the appetite center I will be 
glad for an opinion from someone familiar with its use. 

John A. Ferguson, M.D., Wyckoff, N. J. 


This inquiry was referred to two consultants, whose respective 
replies follow.—Eb. 


ANSWER.—One needs to know much more about a person, 
particularly his eating habits over a lifetime, to do more than 
guess about the nature of the anorexia mentioned here. Glandu- 
lar preparations would be of no benefit. In consideration 
of the meager data available (age, heart attack, and ineffectual- 
ness of medical aid) and the known most frequent cause of 
anorexia (emotions, particularly depression), it seems likely that 
a depression of the masked variety is operating. The only method 
by which this could be determined would be with the help of a 
psychiatrist familiar with the dynamics of behavior. Only then 
might something be done in the way of therapy. 


ANSWER.—Injury to the heart can easily produce nausea and 
lack of appetite. Also, often in the case of an elderly person, 
with the lowering of blood pressure, which accompanies a heart 
attack, the blood in a little artery in the brain clots, and a small 
bit of the brain loses its function. As you suspect, such an injury 
can easily have taken away the patient’s appetite. In that case, 
there is little that a physician can hope to do. Fortunately, in 
many cases during the six months or so following a little injury 
to the brain, there is much recovery of function. This recovery 
seems to be speeded by the use of iodides. A convenient drug is 
iodobrassid (Lipoiodine), one or two tablets taken each day. 


MYCOTIC INFECTION OF NAILS 
To THE Epitor:—A 3-year-old girl has had a mycotic infection 
of the nails since birth. The culture is positive for Epidermo- 
phyton. Her father has the same infection. Please advise about 
treatment. Porfirio Gutierrez, M.D. 
H. Matamoros, Tamps., Mexico. 


ANSWER.—If but two or three nails are involved, it might be 
well to remove them surgically. If more than that are infected, 
the various antimycotic agents should be tried, one after an- 
other, and at the same time nails should be scraped down with 
glass and the ends cut short. Recent reports indicate that the 
presence of systemic disease may account for stubborn resistance 
to treatment by cutaneous mycotic infections. There should 
therefore be a thorough general examination, particularly with 
reference to the hemogram and the sugar content of the blood. 


DIETHYLSTILBESTROL 
To THE Epiror:—Will the prolonged administration of diethyl- 
stilbestrol have any harmful effects on a man who is taking 
it for a prostatic hypertrophy? 
Harry Heiss, M.D., Chicago. 


This inquiry was referred to two consultants, whose respec- 
tive replies follow.—Eb. 


ANSWER.—The harmful effects of diethylstilbestrol when ad- 
ministered to a man are as follows: enlargement and tender- 
ness of the breasts, decrease in libido, and atrophy of the testes. 
It is questionable whether this estrogen should be administered 
for prostatic hypertrophy of a benign type, since the desired 
physiological actions of the estrogen necessary to produce 
atrophy of the prostate are equivalent to a functional castration. 


ANSWER.—The prolonged administration of diethylstilbestrol 
usually does not have very harmful effects on the patient. It 
is true that some patients will complain of nausea and other 
disagreeable symptoms, together with tenderness and enlarge- 
ment of the breasts. Most of these symptoms are controlled by 
reducing the dosage. Some forms of the female hormone are 
tolerated better than others. Varying degrees of testicular 
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atrophy usually result, but the functions are restored on cessa- 
tion of therapy. Rare cases of edema have been reported with 
apparent retention of sodium and water. Diethylstilbestrol, of 
course, is of no permanent value in the treatment of prostatic 
hypertrophy. 


PREGNANCY WITHOUT MENSTRUATION 
To THE Epitor:—A patient, 19 years of age, recently had her 
fifth child. She became pregnant at 14 years of age after her 
first period. She has never had a period since, having become 
pregnant each time before her periods started. In the light of 
the belief that periods during lactation are anovulatory, how 
could this girl have become pregnant without any menses? 
M.D.., California. 


ANSWER.—The pattern for the return of normal ovarian func- 
tion following delivery varies tremendously. In most women 
who do not nurse their babies the first bleeding period is most 
often anovulatory. In more than 50% of mothers, the second 
bleeding period is associated with ovulation, after which normal 
ovulatory cycles are resumed. In women who nurse their babies, 
ovarian function is usually suppressed for some months or until 
they discontinue nursing. However, some women will begin 
to ovulate while still nursing. Obviously, if such a person has 
coitus at ovulation, conception will occur at this initial ovula- 
tion and the subsequent period will not take place. There are 
a few young, very fertile woman who have no menses for some 
years, during which time they deliver and nurse several babies. 


HORNER’S SYNDROME AFTER THYROIDECTOMY 
To THE Epiror:—Kindly give the incidence of the occurrence 
of Horner’s syndrome following removal of adenoma of 
thyroid gland caused by injury to the sympathetics. 
W. M. McBride, M.D., Alexandria, La. 


ANSWER.—The actual incidence of cervical sympathetic 
injury during thyroidectomy is unknown, apart from the fact 
that it is seen rarely. Injury of the sympathetic trunk during the 
course of thyroidectomy is more likely to occur in cases in 
which there are adhesions between the thyroid and surrounding 
structures and in cases of carcinoma in which the primary lesion 
or a metastasis involves tissues immediately about the trunk. 
The trunk may be injured also during the process of finding and 
ligating the inferior thyroid artery. In the absence of adhesions, 
injury to the sympathetic trunk would be most unusual after 
thyroidectomy for a benign lesion. 


INJECTION OF HYALURONIDASE INTO GANGLIONS 


To THE Eprror:—ZI have read about using hyaluronidase in 
the treatment of tendon sheath ganglions, which allegedly dis- 
appeared within 10 minutes. 1 have never used hyaluronidase 
and I do not know whether it might cause allergic reactions, 
pain or tissue damage. The ganglion I have in mind is about 
¥% cm. in diameter and is located on the dorsal surface of the 
patient's right hand. 

Jules H. Delcau, M.D., Freehold, N. J. 


ANSWER.—Injection of either hyaluronidase or some other 
substance that aids in the absorption of exudates or in the 
healing of inflammatory tissues is very simple. One tech- 
nique that can be carried out by any physician who is competent 
in the use of a simple hypodermic syringe consists of first the 
injection of about 1 cc. of 1% procaine (Novocaine) hydro- 
chloride into the skin and beneath the skin overlying the gan- 
glion. A 16 gauge needle should then be introduced into the 
ganglion itself, and the rather thick or gelatinous material should 
be aspirated. The ganglion sack should be washed out with a 
few cubic centimeters of procaine hydrochloride and then a few 
cubic centimeters of isotonic sodium chloride. After this, | cc. 
of isotonic sodium chloride containing 25 to 50 units of hyalu- 
ronidase or hydrocortisone (Hydrocortone) acetate should be 
injected. The needle should then be withdrawn. A thick pad of 
sterile sheet wadding or some other soft dressing should be 
placed over the site of injection and a firm bandage should be 
applied. Hydrocortisone seems to be as effective as hyaluronidase 
in curing ganglions. No reports of allergic reactions, pain, oF 
tissue damage have come to the attention of this consultant. 
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